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4a RETINAL DETACHMENT: A SERIES OF 78 CASES IN THE 
| MIDDLE EAST FORCE 

BY 


- H. B. STALLARD, M.B.E., M.D., F.R.CS. 


jn the war of 1914-18 the treatment of retinal detachment 
Mas a failure, and indeed this was so up till 1929, when 
Jules Gonin (Switzerland) described to the International Con- 
gress of Ophthalmology in Amsterdam his successes obtained 
surgically by sealing a retinal tear or tears and evacuating the 
interretinal fluid by means of puncture with a galvano-cautery. 
Mifefore this discovery very few cases of retinal detachment 
See underwent improvement and spontaneous recovery ; such were 
quite exceptional.” 

Gonin’s principles still hold good to-day, but the operative 
technique has changed. Accurate location of the retinal tear 
or tears in relation to the outside of the sclera is essential. 
The edges of the retinal tear and the choroid overlying this 
iste are rendered adhesive by electro-coagulation. This is 
M diccted through diathermy, applied either to the surface of 
Mihe sclera at the site of the tear or by a diathermy needle 
penetrating the sclera and choroid to reach the retina but not 
qitering it. The interretinal fluid beneath the detachment is 
drained thoroughly either by penetrating diathermy needle 
punctures and suction or by trephining the sclera and puncturing 
@ the choroid, and secure choroido-retinal adhesions completely 
surounding the tear are encouraged by placing the patient’s 
lead so that the retinal tear and the drainage puncture lie in 
im ihe most dependent position obtainable.. The effects of gravity 
of the vitreous assist this. 


Major, R.A.M.C{T.A.); Assistant Eye Surgeon, St. Bartholomew's Hospital 


one, two, and very rarely more punctures were made in the 
sclera with the diathermy needle carrying a current of 40 mA 
for 1 second (see Fig. 1). The interretinal fluid was sucked 
into a glass tube and rubber suction bulb applied to the sclera 
over the diathermy penetration. The patients were soldiers in 
good health between the ages of 20 and 47, the majority being 
in the third decade of life. This survey differs from a survey 
of retinal detachment in civil practice in two respects: (1) the 
incidence of myopia in retinal detachment would be appreciably 
higher than 3 in 78 cases; and (2) in civil practice injuries 
peculiar to war are of course not present. In the last_ the 
prognosis is adversely affected by the severity of the intraocular 
damage caused by blast and the ravages of high-velocity metallic 
missiles with ragged edges and rough surfaces. 
I have classified the 78 cases as follows: 


(2) Choroido-retinal degeneration 
(5) Trauma (military) 18 


Of these, 11 were officers—one a nursing officer (Q.A.I.M.N.S.). 
The remainder were other ranks, and included: Royal Navy, 2 cases: 
Royal Air Force, 2 cases; Royal Canadian Air Force, 1 case; and 
the Merchant Navy, 1 case. The following table shows the age 
incidence in decades in these five groups. 


TaBLeE I—Age Incidence 


SE 


1ipment. 
uipment 
Fic. 1 
dee e The following statistics concern 78 officers and men of the 


3 Middle East Force suffering from retinal detachment and 

Sees dmitted to a military hospital in Egypt for investigation and 

S Seeeeeeeatment of this disorder from 1941 to 1943. Seventy-six were 

| Merated on ; for one case surgical treatment was not advised, 
Sed another made a spontaneous recovery. 

© the operation performed in these cases was a combination 

Wma” surface diathermy (90 to 100 mA for 8 seconds) placed 

the edges of a tear or tears and penetrating diathermy ; 


Choroido- 
Age Cystic P - Trauma, | Trauma, 
(Years) | Degeneration | | MY°P!* | Civil” | Military 
20-30 9 16 18 15 
31-40 = 3 2 5 3 
41-47 2 1 


The nationalities were: British, 60; Canadian, 2; New Zealand, 1; 
South African, 3; Indian, 3; Greek, 4; Polish, 2: Czech, 1: 
German, 1; Italian, 1. 


1. Cystic Degeneration (13 Cases) 

The date of origin of the detachment was unknown in 11 cases. 
In these the condition was discovered in the course of routine 
examination. In two cases a sudden spread of the detachment from 
the limits of the cystic area caused separation of the macula so 
that the soldier noticed the visual defect. One sought advice one 
week after this event and the other four months later. 

The position of the cystic area was peripheral in all cases. In 
10 it was in the lower temporal quadrant, and in two of these it 
had spread to strip off the macula; in 2 cases the upper and lower 
temporal quadrants were affected at the periphery, and in 1 case 
the lower temporal and lower nasal quadrants were involved. In 9 
cases there was a well-defined are of pigmentary disturbance in 
the choroid and retina at the posterior periphery of the cyst up 
to the ora serrata, where these changes ceased. Im 3 others this was 
faint. The ophthalmoscopic appearance suggested a line of adhesion 
between the retina and choroid, which was more marked in some 
cases than in others. In one case these changes were present in only 
part of the are at the posterior periphery of the cyst. 

In one case of haemangiogliomatosis retinae a retinal cyst was 
at the periphery of the lower temporal quadrant, remote from the 
neoplasm, which was behind the equator along the course of the 
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upper temporal vessels. There were no apparent degenerative and eye in | case and 2.25 mm. Hg higher in another. In the reall TI 
pigmentary changes in the retina and choroid at the edge of the the intraocular pressure was equal in both eyes. In all cae a in 2 
cyst. retina was replaced and the visual field restored. =o bs 
A retinal tear or tears were found in 12 cases; in the remaining Visual Result and Refraction—In 18 cases in this groy In tl 
one, which was associated with haemangiogliomatosis retinae, there | macula was detached. Two of these recovered 6/12, two 6/18 orgal 
was no tear. The retinal tears were at the ora serrata in 9 cases, in 6/24, and the remainder 6/36 to 6/60. The 6/60 was obtained bran 
five of which a single tear was present; in 2 there were two tears, in _ eccentrically by a few. Two patients had ‘visual acuity of 6/ Sn disk. 
1 there were two tears at the ora serrata and two posterior to this, one 6/6. In 4 cases astigmatism of 1.25 D—two myopic and ad re th 
in another case four at the ora serrata and three posterior to this. | hypermetropic—was present after operation. vO T tower 
In one case the tear was a single round hole about 1.5 mm. behind . and | 
wot ora serrata. e two instances no clearly defined hole was 3. Myopia (3 Cases) 2, th 
evident; in one of these there were two thin areas of atrophic : ‘ A ; 
retina and in another four such areas, two of which were minute. third 25 D 
Phese were all placed about 1.5 to 2 mm. behind the ora serrata. The duration of jad | 
P ’ the detachment was two to three weeks in all cases. The greg c 
The right eye was affected in 9 and the left in 4 cases. The detachment was in the upper temporal quadrant in 1 case, the y of poral 
intraocular pressure was 1 to 2 mm. Hg below normal in 3 cases, temporal and upper nasal quadrants in 1 case, and the ung aca gi 
in 1 it was 2 mm. Hg above lower nasal quadrants in th Rei 
in the other (normal) eye, other. 0 
and in the remainder it was ; in thi 
equal in both eyes. One month LEGENDS FOR FIGURES 
after operation it was 6 mm. Hg, a the cquater and tha tween in 2 c 
often less, and it gradually re- Fic. 1.—Retinal detachment operation. Exposure of the in the uppee tem ¢ es Serrata | cal te 
turned to normal in 3 to 6 ‘sclera at the site of a retinal tear in the upper temporal eae ie be poral quadrant, | ypper 
months after operation. quadrant of the left eye. The flap of conjunctiva and duneh cand Ait Peeing and r 
One operation in each case Tenon’s capsule is held reflected by two sutures. Two others. which Pine than the 4 serrat: 
traction sutures pass through the tendon of the adjacent re ragged and A rou 
y replaced the retina, 4 FF ae ; irregular. The line of tears jn | : 
sealed the tear, and restored the recti muscles. Surface diathermy has been applied to the this case was continu ih | athe 
: sclera and~penetrating diathermy is being made at the Ous with cresce 
visual field. There ‘were no int etl f th ae h ; a zone of choroido-retinal de 
failures. This type of case is posterior edge of the tear about the equator. generation about 2 mm. wide in “aig 
particularly favourable for sur- Fic. 2.—Drawing of left fundus of Dvr. H.E. Intraocular ‘the lower temporal quadrant, = 
gical treatment. The danger of contracting scar tissue on nasal side from 6.30 to 10 o’clock. In another case there was 4 equate 
a sudden spread of the detach- In the 3 o’clock meridian there is a dense fibrous band single arrowhead-shaped split at dispos 
ment . justifies an operation in which runs posteriorly behind the equator. The retina is the ora serrata in the ,upper five te 
which the chances of success are, detached above and below this band. temporal quadrant in the 11,30 + ” 
it seems, 100%. Fic. 3—Dvr. H.E. Diagram of operation. The internal o’clock meridian. Also in this ong 
The change in refraction from rectus is divided. The small shaded circles represent the case there were two linear areas § yas ¢ 
before to after operation was - sites of surface diathermy applications, and those with the of atrophic retina in the 10 iower 
too slight to be of any signi- dark point in the centre are the positions of penetrating o’clock meridian between the} grrats 
ficance. Between 3 and 6 diathermy. Two sutures, retract the posterior edge of the equator and the ora serrata. Inf ihe gig 
applications of surface dia- conjunctival incision. Two mattress sutures have been the third case there were three! sq a 
thermy-were made to the sclera, — passed through the external rectus muscle, and one is acting holes just in front of the equatot | pranct 
and the difference of 0.5 to 1 D as a traction suture in the tendinous insertion of the muscle. in the upper nasal quadrant. poral 
of astigmatism and the change The scleral wound is exposed. ; the 3F 
of axis up to 30° may have been A j oclock meridian, 4.5 mm. in : 
_~_ ae tli pone of Fic. 4.—Fundus drawing of right eye of Soldat R. K. length and kidney-shaped, An- The 
the sclera at the diathermy sites (German Army). Dense white contracting fibrous tissue other, about 2 mm. in length, result 
cornea. The change in refrac- extends posteriorly to a point between the equator and the o’clock meridian , and close Italian 
tion aa mnt somebeih. aati the optic disk. In this band is a mass of proliferated choroid above it was the third hole, chance 
intraocular pressure was re- which _Tesembles a foreign body. The lower half of the which was round and about, ™42 
cutabtished. retina is detached. Just below the optic disk there are some 0.25 mm. in diameter. him sc 
. 1 vertical retinal folds and a transverse arc of pigment — te Greek 
Visual Result——In 11 cases - deposits. In the upper nasal quadrant above the upper The intraocular pressure We} have b 
the visual acuity was 6/9, 6/6, level of the retinal detachment and near the optic disk are haved similarly to that in the Tu 
and 6/5, and it remained un- two choroidal splits. On the surface of the retina in thé other groups of retinal detach- ? the equ 
changed after operation. The lower nasal quadrant are some interlacing bundles of fibrous ment. In the eye with the} the up, 
two patients in whom the macula tissue retinal detachment it was 1 tO} along ¢ 
was detached improved to 6/24 ‘ 2 mm. Hg below the other eye. } in the 
(1 letter). One month after it quadrat 
was less than 6 mm. in| and 
2. Choroido-retinal Degeneration (21 Cases) 2 cases and 6 _ Hg in 1 case. In three months it had risen to tg 
Retinal detachment in this group was associated with areas of ch i ch ets successfully treated by operation. The ameaae mprove 
choroido-retinal scarring and degeneration. In many instances y and 
5 - : a vitreous haemorrhage on the fourteenth day, and subsequently 4) it was , 
multiple small holes were present in the thin degenerate area of the 
: . : shallow localized retinal detachment associated with a fold in the] 9 caceg 
retina. The duration of the detachment, so far as could be ascertained . : 
“ retina appeared in the upper nasal quadrant. than 6/ 
m the patients’ history, was as follows: 2 to 8 weeks, 9 cases; 7 a ‘ 
4 to 12 months, 4 cases? 2 years, 1 case; 5 years, 1 case; 6 years, Visual Result-—In the two cases with the retinal: detachment in} three fa 
1 case; 8 years, 1 case; 13 years, 1 case; 17 years, 1 case; and the upper temporal quadrant the macula was detached and vision } 6/60 in 
unknown in 2 cases. The area of detached retina was: upper and WAS less than 6/60 before operation. One of these, a myope with | cases, 
lower temporal quadrants and lower nasal quadrant in 7 cases; 8.25 D, recovered 6/36; the other, with 2.75 D of myopia, had a amount 
the lower temporal and lower nasal quadrants in 9 cases; the (4 letters) after operation. The recovery of the visual field was com] with axi 
lower temporal quadrant in 3 cases; the upper temporal quadrant plete in the latter case and apparently so in the forme, When s¢ 
in 1 case; and the upper nasal quadrant in 1 case. indeed the physiological conformation of the lower nasal field mus'/ made re 
have masked the peripheral scotoma resulting from the applications} it seems 
The tears in the retina were single in 10 cases, and these were of diathermy to the upper temporal quadrant. In the third cas] months 
all placed at the ora serrata. Two holes were present in 3 cases; in which a retinal fold recurred in the upper nasal quadrant, the} site of 
in two these were in the upper temporal quadrant and in one at the —_yisual field was substantially improved by operation. an obliq 
ora serrata. In one case there, were three holes on the temporal 
side, and in another four holes at and near the ora serrata in the 4. Civil Trauma (23 Cases) : 
lower temporal quadrant. In 4 cases many minute holes were pre- — In these cases the cause of the detachment was a blow from # 
sent in an area of choroido-retinal atrophy in the upper temporal punt object or a severe contusion around the eye—e.g., in boxing) The a 
quadrant in each instance. In 2 cases there were very thin atrophic anq football, from a door handle, the corner of a bed-post, #] tases, | 
areas of retina in the lower temporal quadrant at and posterior to + kennekee” stick, a fall from a motor vehicle, and the explosion vitreous, 
the ora serrata, but no definite hole was evident. of a battery accumulator. The duration of the detachment Wi} Ulood, 11 
The right eye was affected in 11 cases and the left in 10. The unknown in 1 case, 9 to 21 days in 5, 1 to 9 mont s in 8, 1 yeal the lowe 
intraocular pressure was 0.75-2.25 mm. Hg below that in the other in 2, 3 years and 5 months in. 1, 5 years in 1, 6 yea in 2, the ‘eye 
normal eye in 4 cases; it was 3.75 mm. Hg higher than the normal in 1, 10 years in 1, and 27 years inf, : Probable 
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The Area of Retinal Detachment.—The retina was totally detached 
jn 2 cases—one a Greek and ‘the other.an Italian—and in both 
was a large tear at the ora serrata in the upper nasal quadrant. 
In the latter the retina was cobbled up in a mass of scar tissue, an 
ized haemorrhage in the course of the superior temporal 
ranches of the central retinal vessels about 4.5 mm. from the optic 
| disk. The former showed opacities in the upper nasal quadrant 
of the lens. The detachment was present in the upper temporal, 
jower temporal, and lower nasal quadrants in 10 cases, the upper 
and lower temporal quadrants in 2, the lower temporal quadrant in 
2, the upper temporal quadrant in 1, the upper temporal and upper 
nasal quadrants in 1, the upper temporal and upper and lower nasal 
drants in 1, the upper and lower nasal quadrants in 1, the upper 
mnd lower nasal and lower temporal quadrants in 1, the lower tem- 
poral, upper nasal, and lower nasal quadrants in 1, and the lower 
gasal quadrants in 1. 

Retinal Tears—The tear in the retina was single in 18 cases. In 
{0 it was at the ora serrata in the lower temporal quadrant, and 
jn three of these the tear extended into the lower nasal quadrant. 
Atear at the ora serrata in the upper nasal quadrant was present 
in 2 cases and in the lower nasal quadrant in 1 case. A long ellipti- 
cal tear, with its long axis horizontally, ran across the equator of the 
upper nasal quadrant in 1 case and was accompanied by a vitreous 
and retinal haemorrhage. In another case a large rent at the ora 
serrata extended into both the upper and lower temporal quadrants. 
Around hole was present between the equator and the ora serrata 
in the 9 o’clock meridian on the temporal side in one case. A large 
crescent-shaped tear occupied most of the upper temporal quadrant 
between the equator and the ora serrata in one case. In one case 
there was a round hole in the upper nasal quadrant between the 
equator and ora serrata. In the 5 multiple cases the number and 
disposition of these tears were as follows: uprer temporal quadrant, 
five tears between the equator and ora serrata, one of which was 
atrowhead-shaped and the other four smaller and irregular; lower 
temporal quadrant at the ora serrata, two tears in one case, in another 
case between the ora serrata and the equator six tears, one of which 
was crescentic and the other five smaller than this and irregular; 
lower temporal and lower nasal quadrants, two tears—one at the ora 
serrata and the other a round hole about 1 mm. posterior to it. In 
the fifth case two large rents each ran obliquely across the equator 
and along the course of the upper temporal and the lower nasal 
branches of the central retinal vessels respectively. The upper tem- 


; poral tear was the larger, and extended to within 1 mm. of the optic 
disk 


The right eye was affected in 9 cases and the left in 14., The 
result of operation was successful in 20 cases. Of the three failures, 
two were cases of total retinal detachment—the Greek and the 
Italian described above. In the case of the Italian there was little 
chance of success on account of the cobbling together of the retina 
in.a mass of organized blood-clot. At the best we hoped to give 
him some slight improvement of visual field. The failure of the 
Greek te co-operate in post-operative postural rest may or may not 
have been responsible for failure in this serious case. In the third 
poy two large rents were present; one extended from in front of 


/ the equator to within 1.5 mm. of the edge of the optic disk along 


the upper temporal vessels, and the other was long but less extensive 


along the course of the lower nasal vessels. The retina was detached ° 


in the nasal half of the fundus and part of the upper temporal 
quadrant. The retina remained in place for 25 days after operation 
and then the detachment recurred in the lower nasal quadrant. 

Visual Result : Visual Field and Refraction—In 4 cases vision 
improved from 6/8 to 6/9, 6/60 to 6/12 (4 letters), 6/12 to 6/6, 
and 6/6 to 6/5. In 7 cases it remained the same; in three of these 
it was 6/5, in one 6/6, in one 6/12, and in two others 6/36. In 
9 cases the macula was detached, and in all these the vision was less 
than 6/60; it improved to 6/9 in one case and 6/60 in eight. In the 
three failures it remained ‘‘ hand movements ”’ in two cases and was 
6/60 in the other. The visual field was improved in all the successful 
cases. The alterations in refraction were small in the majority and 
amounted to the appearance of +0.5 D and —0.75 D astigmatism, 
With axis variations of 15° from before operation. In two instances 
When seven and nine applications of surface diathermy had been 
made respectively at the ora serrata in the lower temporal quadrant 
i seemed that subsequent contracture of the sclera produced two 
months after operation an increase of corneal curvature opposite the 


| Sle of application, so that —1.75 and —2.25 cylinders set at 


an oblique axis (20-30°) were necessary to correct this. 


5. Military Trauma (18 Cases) 


The area of retinal detachment was extensive in a number of these 
tases. Large splashes of blood on the retina, in the choroid and 
vitreous, exudates, subsequent fibrous organization of intraocular 

, the presence of blood between the retina and the choroid, and 
the lowered intraocular pressure as the result of severe concussion of 
eye from Blast were factors against successful treatment. It is 


Probable that vitreous gel passes through some of the large ragged 


rentsin the retina and is a mechanical factor in preventing choroido- 
retinal. adhesions from forming after diathermy. 


In one case in this series of 18 the intraocular changes were 
such that surgical operation seemed to hold out no hope of effecting 
any improvement. The soldier had sustained a blast injury from an. 
aerial bomb which exploded 200 yards to his right front. Three 
months after the injury the retina was totally detached ; dense white 
broad sheets of organized blood-clot were adherent to it in the lower 
half of the eye, over the macula, in the upper nasal quadrant, and 
in front of the equator above. The inferior branches of the central 
retinal vessels immediately below the optic disk were kinked and 
‘tortuous. There was much pigmentary disturbance in the retina, 
and the intraocular pressure was 6.5 mm. Hg. Vitreous had 
herniated forwards into a coloboma of the ‘iris in the lower tem- 
poral quddrant, the suspensory ligament having been ruptured at 
this site. 

Spontaneous recovery of retinal detachment in the upper temporal 
quadrant occurred in an officer who was wounded by a fragment 
of shell which struck the temporal end of his left supraorbital mar- 
gin. There were a severe contusion of the left eye and a rupture 
of the choroid at the macula, and large splashes of blood and exudate 
were present on the retina and in the choroid and vitreous of the 
upper temporal quadrant. One month after this wound the retina 
in the upper temporal quadrant became detached. There was no 
hole evident. The intraocular pressure was 6 fmm. Hg and visual 
acuity less than 6/60. Postural treatment was tried for three and a 
half weeks. The detached area became slightly smaller and some 
of the interretinal fluid was absorbed. Within two months of the 
onset of the detachment the retina was completely restored to its 
normal place. 

In this group of 18 cases 3 had lost one eye (the left in each case), 
which was destroyed beyond hope of repair at the time of wounding. 
In 8 cases the right was affected, and in 10 the retina was detached 
in the left eye. In most the actual duration of the retinal detach- 
ment was difficult to assess accurately. In some instances it was 
apparent a few days after wounding; in others it was obscured by 
intraocular haemorrhage and did not become evident for several 
weeks, while in a few it occurred as a late sequel, 6 to 14 months 
after the injury. In the latter the contracture of fibrous’ tissue 
attached to the retina and the lowered intraocular pressure were 
likely causes. The times, taken from the date of wounding, were: 
1 to 11 days, 6 cases; 1 to 4 months, 8 cases; 4 to 6 months, 3 
cases; and 14 months, 1 case. 

Retinal detachment occurred in association with an intraocular 
foreign body in 5 cases. The detachment happened immediately in 
one case, 53 days later in another, and in a third 6 weeks after the 
extraction of an intraocular foreign body, at another hospital, by 
the posterior route, in which diathermy was not used at the site of 
sclerotomy. In the other 2 cases the date of onset of the detach- 
ment was not known. ° Of the intraocular foreign bodies, three were 
extracted by the magnet through the posterior (scleral) route, one 
was removed by a snare and forceps guided under ophthalmoscopic 
view, and another was too small and non-magnetic, and so was left. 


In 3 cases tangential cuts in the sclera were caused by a shell 
fragment, which did not remain in the eye but passed on into the 
orbital tissues. Blast from a shell and an aerial bomb caused retinal 
detachment in 3 cases; hand-grenades were responsible for 5, land 
mines for 2, a rifle-butt for 1, a bullet traversing the orbit for 1, 
and a fragment of mortar bomb for 1. 


The site of the retinal detachment was total in 2 cases, almost 
total in 2, involved the lower half of the retina in 4, the upper 
and lower temporal quadrants in 2, the upper and lower temporal 
quadrants and lower nasal quadrant in 4, the upper and lower nasal 
quadrants and the lower temporal quadrant in 2, the upper tem- 
poral quadrant in 1, and a curtain-like detachment affecting the 


- upper nasal and upper temporal quadrants and the lower nasal and 


lower temporal quadrants in 1 (see Fig. 2): There was no hole 
present in this case. Fig. 3 is a diagram of the operation. The 
internal rectus muscle was: divided temporarily at its insertion in 
front of two mattress sutures. Beneath the muscle belly was seen 
a tangential wound in the sclera just in front of the equator in 
the 9 o’clock meridian. The wound was linear, 3 mm. long, vertical ; 
and, gaping, it revealed the choroid. The application of surface 
diathermy on either side of it closed it by contracting the sclera. 
A line of surface diathermy applications was made at the equator 
between the nasal borders of the superior and inferior rectus muscles. 
From the upper and lower ends of this line applications of diathermy 
were made forwards to the ora serrata. Thus.a frame was made 
just clear of the scar tissue inside the eye and with the object of 
pinning down the retina. The interretinal fluid was drained by 
penetrating diathermy at two points—one at the equator just above 
the upper margin of the internal rectus and the other at the equator 
in the lower nasal quadrant. S 

A retinal tear was present in 5 cases; in one of these there were 
three tears and in another two tears. In two of these cases the 
retina was torn by the passage of the foreign body through it. In 
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two instances the tear and detachment were the result of blast, and 
in a third these were caused by the contusion from a blow with the 
butt end of a rifle. In 2 cases there was doubt as to the presence 
of a minute tear. In the remaining 11 cases no tear was evident. 
Vitreous—There was prolapse of vitreous at the site of a 
penetrating wound in one case; a knuckle about 3 mm. in diameter 
was lost. Some vitreous haemorrhage was present in 5- cases at 
the time of wounding, and in 1 case it occurred 94 months after an 
operation for retinal detachment. A moderate vitreous haemorrhage 
was evident in 7 cases. The contracture ‘of organized bands of 
fibrous tissue was a factor in producing the detachment in 9 cases. 
Fig. 4 shows, like Fig. 2, the result of contracture of fibrous tissue 


Fic. 3 


bands in a contused eye. Fig. 3 is the fundus of the right and only 
eye of a German prisoner, He was wounded'in the face with 
multiple shell fragments. The retina became detached 14 months 
after he was wounded. Operative treatment was successful in this 
case. A line of diathermy ‘applications was made to the sclera 
beyond the limits of the scarred area, the interretinal fluid was 
drained, and the detached retina pinned down to the choroid. The 
retina remained in place. : 
Intraocular Pressure-—In 6 cases of severe contusion of the eye 
the intraocular pressure was reduced. In two of these with total 
detachment of the retina the intraocular pressure was less than 6 mm. 
Hg in one case and 6.5 mm. Hg in the other. In one case of severe 
contusion with retinal detachment on the temporal side the intra- 
ocular pressure was less than 6 mm. Hg. In the 3 other cases 
it was from 1.25 to 9.5 mm. Hg lower than that in the normal 
other eye. In 2 cases the intraocular pressure was higher in the 
eye with the retinal detachment than in the other (normal) eye. This 
amounted to 1.25 mm. Hg in one case and 4 mm. Hg in the other. 
After operation the recovery of the intraocular presSure was slower 
than in the other groups of this series. The normal was not reached 
until 10 to 11 months after operation, and in some instances the 
intraocular pressure remained 1.5 to 3 mm. Hg below this. 
Results of Operation.—Sixteen out of 18 cases in this group were 
operated on. In 10 the retina was completely replaced. Of the 


. impossible to estimate the refraction with any measure of accuracy 


6 failures, 3 were at first successful but later showed a 

localized to part of a quadrant of the fundus, the onset of this after 
operation being 6 weeks in one case, 5 months in another, ‘ 
8 months in the third case. The patient whose retinal detach es 
recurred 5 months after operation had for military reasons to be 
evacuated 18 days after operation, and the long journey from 
round the Cape of Good Hope to the United Kingdom may have been 
a factor in causing this misfortune. A spontaneous vitreous haemor. | 
rhage 8 months after operation was probably responsible for pani | the oc 
case. In one case it was difficult to account for a shallow residual ? by 2 
detachment in the lower part of the eye. This patient had an intra the d¢ 
ocular foreign body extracted by the giant electro-magnet and the | ig in 
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detachment treated by diathermy. No definite hole was found in | 
extensi 


the retina, and despite the recurrence of the detachment his vision 
was 6/9 and the intraocular pressure within physiological limits, In | 
another case a shallow detachment persisted in the lower part of the at the 
eye up to two months after operation, when the patient was last f th 
seen. Vitreous bands were probably the cause. In the sixth case + Se 
the operation failed ‘to seal off a large rent at the ora serrata which two 


occupied most of the lower temporal quadrant and to secure replace- quadra’ 
ment of over half of the retina. A further operation is necessary tarely | 
in this case. success: 


Vision: Visual Field: Refraction—Vision improved after opera- ‘ patient 
tion in 6 cases. In one it was 6/36 before operation and was reduced been in 
,to counting fingers at 1 ft. as a result of a late vitreous haemorthage . The 
94 months after operation. In the remaining cases the vision was with 
made neither better nor worse by operation, whether this was success- deg 
ful or not. In 7 cases the visual field was improved. In one case . orbital 
in which there was a vitreous haemorrhage 94 months after opera- for ope 
tion it became 10° worse than it was before operation, and in the diagnos 
others there was no appreciable change. In 16 cases in this group | worse. 
the intraocular changes as a result of severe trauma made it | Poor 


before operation. In one case astigmatism amounting to +1.250 persiste: 
axis 15° was evident after operation; but there was a posterior corti- prognos 
cal traumatic cataract in this case, so it is difficult to be sure whether; ™ oper 
the altered refraction was the result of operation or not. In this fourth | 
instance the operation of pinning back a curtain-like detachment in testorat 
the upper and the lower half of the fundus (see Fig. 2) was success- Alth “ 
ful, and the visual result was 6/9, with an unavoidable sacrifice of 


30° in the temporal field. _ 

In the other case there was no change in the refraction. i our 

verely 

Results of Operative Treatment wound, 

II.—Summary of Results times be 

—_—_—| bands a 

_ Retinal Detachment Group Successes Failures the retil 

(1) Cystic degeneration... 13 (100%) inte 

(2) Choroido-retinal degeneration 21 (100% — actors | 

(3) Myopia .. 2 (67%) 1 (33% the cou 
3 Trauma (civil) i: 20 (87%) 3 (13%) 

5) Trauma (military) 10 (62°5%) 6 (37°5%) | changes 

“8° 13-29 
Total 66 (868%) 10 (13-2%) thow: s 
Practice 
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In Table II 1 have included as a failure any recurrence of 
tinal detachment, however limited and slight, as indeed this 
was in-4 cases. 2 
The prospect of successful surgical treatment depends much 
m Egypt | on the type of case. The prognosis is reasonably good in early 
pete. > cases when the retinal tear is relatively small, easily accessible, 
7 pi the ocular tissues are in a good state of health, and an operation 
residual ? by 2 skilled surgeon is done within a month of the onset of 
in intra. the detachment. It is generally better when the retinal tear 
and the | g in the lower half of the eye than when in the upper. 
Successes in early cases are about even in hypermetropes, 
emmetropes, and low and moderate degrees of myopia. 
Large and multiple retinal tears are generally unfavourable, 
) jut not always so. One patient with 26 holes in a band of 
} degenerative choroid and retina from 12 to 6*o’clock near the 
/ quator on the temporal side recovered after one operation 
gd retained 6/9 vision. Other retinae with large ragged rents 
| gcupying a quadrant of the eye have become reattached after 
qperation and remained so. 
| The prognosis is slightly worse in deep detachments than 
| jn shallow ones on account of the distance of the retinal tear 
| fom the choroid. This is met and to some extent effectively 
dealt with by passing penetrating diathermy needles through 
the sclera and choroid sufficiently long to reach the retina but 
| pot perforate it. Interretinal fluid drains away and the detach- 
ment is shallower for subsequent diathermy applications. The 
prognosis is bad in long-standing cases. The incidence of 


| tachment, but reattachment may occur after 4 and even 10 
years, particularly when the lower half of the retina only is 
| involved. : 
Extensive intraocular degeneration affecting the choroid, 
| retina, and vitreous, total retinal detachment, high myopia, 
very low intraocular pressure and detachment in an aphakic 
_ ye, particularly when vitreous has been lost in the course of 
| cataract extraction, and vitreous shrinkage are bad prognostic 
signs. 
yund in Detachment on the nasal side is less serious as regards rapid 
3 vision + extension than is the case with detachment originating on the 
its. In| temporal side. In the former the attachment of the retina 
hig at the optic disk affords a barrier against sudden involvement 
th aie of the macula, a complication which may occur within a day 
1 which | Of two of a detachment originating in the upper temporal 
replace. quadrant. When the macula has been stripped off vision is 
scessary rarely better than 6/24, and is often less than this in spite of 
successful reposition. 
opera- ( patient for some months after operation when the macula has 
reduced been involved. 
aia * The prognosis is bad in cases of retinal detachment associated 
with persistent inflammatory lesions of the choroid, sclera, and 
ne case  Mbital tissues (orbital cellulitis). Such cases are unfavourable 
-opera- for operation, and if an operation is done through mistaken 
lin the diagnosis the condition is aggravated and the detachment made 
$ group worse. 
nade it Poor co-operation by the patient after operation and the 
+1.250 persistence of marked local reaction with pain are unfavourable 
r corti. | Prognostic signs. The chances of success are also less favourable 
whether | iM Operations which are repeated, although in some cases a 
In this fourth operation has resulted in reposition of the retina, the 
ment in restoration of visual field, and a fair measure of sight. 
pag Although the number of cases due to trauma peculiar to war 
small (18 in this series) these few afford an indication of the 
stiousness of the prognosis and the difficulties which confront 
the surgeon in planning an operation on an eye which is often 
| &verely damaged as a result of either contusion or a penetrating 
Wound, or both. The large splashes of blood on and some- 
limes beneath the retina which may organize into fibrous tissue 
bands and ultimately contract, the presence of large rents in 
res the retina through which vitreous gel may have herniated into 
the interretinal space, and the lowered intraocular pressure are 
factors which militate against surgical success. In civil practice 
ih the counterpart of such cases is found in eyes with degenerative 
5%) | changes in the intraocular membranes and vitreous, commonly 
4a result of high myopia and senility. As the above statistics 
show, such cases are, for obvious reasons, rare in military 
Practice. 
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success falls appreciably three months after the onset of de- ° 


Metamorphopsia may also distress the | 


Summary 


This paper reviews 78 cases of retinal detachment occurring in 
officers and men of the Middle East Force from 1941 to 1943. The 
cases have been divided into five groups according to the main 
feature of their pathology. Seventy-six were operated on by the 
same technique; in one case operation was contraindicated and 
another underwent spontaneous recovery. 

The prognosis is favourable in cases of retinal detachment due 
to cystic degeneration and to choroido-retinal degeneration, at any 
rate in young men of military age. It is least favourable in war 
injuries. The reasons for this are discussed. 

I thank Brig. G. I. Scott (Consultant Ophthalmologist, M.E.F.) 


and Col. H, D. F. Brand, Officer Commanding the General Hospital, 
for their kind permission to publish this paper. 
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COMPARED WITH THE LEVELS IN 1942 AND 1943 
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In previous papers (Davidson et ai., 1942, 1943, 1944) the 
haemoglobin levels of various groups of people representative 
of different sections of the Edinburgh population have been 
reported. Of these groups the two that showed the highest 
incidence of-anaemia were the municipal primary-school chil- 
dren and the pregnant women. They have therefore been 
investigated -further, the last examination in the summer of 
1944 being made two years after the original one. The estima- 
tion of the haemoglobin was made with the Haldane haemo- 
globinometer under standard conditions recommended by the 
Haemoglobin Survey Committee of the Medical Research 
Council and using apparatus which had been standardized by 
the National Physical Laboratory. 


School-children (7-13 Years in 1944) 

Children from two schools (Schools I and III, Davidson ef 
al., 1944) have now been investigated on five occasions in the 
past two years. It has not been possible to test all the children 
each time, but none have been included in the present report 
who were not tested on the first occasion. . 

The mean haemoglobin levels found for the two schools 
on the five dates, together with the number of children tested, 
are shown in the accompanying Table and also graphically in . 
the Chart. 


Table showing Mean Haemoglobin Levels of School-children and 
Pregnant Women on Various Dates in 1942-4 


1943 
1942 
June Dec. a 
School I: Sept. Feb. 
Mean Hb % 82-9 (347) | 83-1 (149) | 87-1 (40) | 86-0 (110) | 87-5 (237) 
St. Dev. .. 7:2 ; 6:8: 4-8 8-8 61 
School IIT ; July March 
Mean | 77-5 (96) | 81-9 (42) | 87-5 (28) | 85-8 (56) 90-8 (64) 
Pregnant women: July Jan.-July 
Mean Hb % 77-0 (64) 86-8 (61) 
SG 7:3 72 


Numbers of children in parenthesis. ~ 


It will be seen that there has been a considerable rise in the 
mean haemoglobin level in the past two years, School I having 
risen from 82.9% to 87.5%, and School III from 77.5% to 
90.8%. Both these increases are statistically significant—that 
is, more than twice the standard error of the mean. For the 
greater part of the time there was no significant difference 
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between the levels of the two schools; but School III, which 
started lower, was on the final test significantly higher than 
School I. ‘No explanation for this has been found. It would 
also appear from the figures that the increases have tended t 
occur in the spring months (see Chart). ' 


1942 | 1948 1944 


2 

= 
FEB.MARCH JUNE pec] UNE 


Chart showing mean haemoglobin levels of school-children and 
pregnant women, 


Since the same children have been tested throughout the 
period their average age has risen by two years, and it might 
therefore be thought that the rise in the haemoglobin level 
was due to this. That aspect has been investigated by com- 
paring the mean haemoglobin levels of the children, divided into 
* two-yearly age groups. it was found that the slight increase 
present with -advancing age could not account for the rise in 
the haemoglobin levels between the first and final readings. No 
difference between the sexes was observed. 

As was reported by Davidson and Donaldson (1944) children 
from School I were given ferrous sulphate for three months, 
and those from School III ferrous sulphate and ascorbic acid 
for six months. The improvement resulting from this treatment 
was apparent, especially among the younger children, up to a 
year from the conclusion of medication.. The haemoglobin 
figures for these children were accordingly not included in the 
mean levels recorded for 1943. By June, 1944, there was no 
difference between the levels of those who had had treatment 
-and those who had not, so the haemoglobin levels of both 
groups have been included in calculating the means for the 


last examination. 
Pregnant Women 


A comparison has been made between the haemoglobin levels 
of pregnant women from the same antenatal clinic in 1942 and 
1944, grouped according to the trimester of pregnancy and 
the number of pregnancies. The results show a progressive 
_ fall in the haemoglobin level during the course of pregnancy, 
which was most marked in the case of women who had had 
three or more pregnancies. In each group the figures for 1944 
are approximately 10% higher than those for 1942. Thus it 


was found (Table ; Chart) that in 1942 the mean haemoglobin’ 


level of 64 primiparae in the second trimester was 77.0%, while 
in 1944 61 primiparae, at the same stage of pregnancy, had a 
mean of 86.8%—an increase of 9.8%. 


Discussion 


It is thus apparent that both the school-children and the 
pregnant women have in 1944 a much more satisfactory haemo- 
globin level than in 1942. This increase in the mean haemo- 
globin is due to a marked improvement in those who were 
most anaemic. Thus it was found that.a mean increase of 
11.7% had occurred in those children whose haemoglobin was 
less than 80% in 1942, whereas those who had a level of 80% 
or more showed a mean increase of only 2.6%. Or, put in 
another way, while in 1942 39.3% of the children had haemo- 
globins of 80% or less, in 1944 only 12.3% were at or below 
this level. 

It is impossible to be certain of the cause of this improve- 
ment. It would appear from the data given in the Report of 
the Special Joint Committee, set up by the Combined Food 


Board, on Food Consumption Levels, 1944, that there has bed 


no material increase in the gross amounts of foodstuffs avail. | ! 


able for civilian consumption in this country between 194 

2 
1943-4. Qualitatively, however, there has been an incteaii 
the calcium, iron, and vitamin B available, the last two owin 
to the replacement of white flour by national wheatmeal foul 


-McCance and Widdowson (1940) give figures of 0.66 mg, per 


oz. for national wheatmeal bread and 0.28 mg. per oz. for white 


bread. In the course of a study of school-children’s diets being} 


made in Edinburgh it has been found, using the above figures 
for iron in bread, that the calculated daily iron intake of 20 
children varied from 14 to 26 mg.—mean 19 mg. If the same 
amounts of white bread had been eaten instead of wheatmeal 
the iron intakes would have been from 9 to 21 mg,, with a 
mean of 14 mg.. : 


In Edinburgh during the past two years there have also been 
an increase in the number of children having school milk and 
an improvement in the school meals, both of which factors 
may have raised the protein intake of the children. The chil- 
dren reported on here have been divided into groups according 
to whether they were having school dinners or not. In Dec 
1943, those with school dinners had improved more than thosé 
without ; but by June, 1944, there was no difference in the 
haemoglobin levels of the two groups. The school meals thus 
do not appear to be an important factor. Again, whereas the 
school milk may have raised the protein intake of the children, 
the pregnant women had not received any supplementary 
rations when the tests were made, on their first visit to the 
clinic, so there is no reason to believe that their protein intake 
is better than it was two years ago. 


For the above reasons.we consider that the increase of iron|. 


in the diet has been the chief factor responsible for the raised 
haemoglobin levels. It is also possible that the increase of cal- 
cium and vitamin B has facilitated the absorption of iron—the 
former by precipitation of the phytin, the latter by improve- 
ment of absorption. 

Summary 

A survey of the haemoglobin of school-children and pregnan 
women, made in Edinburgh during the past two years, has shown 
that there has been a progressive rise in the mean haemoglobin 
levels of these two Sections of the population. The cause of this 
rise is discussed, and evidence is put forward to suggest that the 
introduction of national wheatmeal flour has been an important 
contributory factor. 

REFERENCES 
me a L. S. P., and Donaldson, G. M. M. (1944). British Medica! Journal, 


—— —— Dyar, M. J., Lindsay, S. T., and McSorley, J. G. (1942). Ibid., 2, 505, 


‘_—_— ——- Lindsay, S. T., and McSorley, J. G. (1943). Ibid., 2, 95 


Food Consumption Levels (1944). H.M. Stationery Office, London. 
McCance, R. A., and Widdowson, E. M. (1940). Med. Res. Cncl. Sp. Rep. Ser. 
No. 235, London. 


INDUSTRIAL PROBLEMS IN THE 
MIDDLE EAST 
BY 


A. MICHAEL CRITCHLEY, M.D., D.P.H. 
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During four years of war industrialization. has taken place 
on a scale hitherto unknown in the Middle East. For security 
reasons details cannot be given, but it may be stated that 
a large number of R.E., R.A.O.C., and R.E.M.E. workshops 
and factories have been set up for the manufacture of articles 
ranging from anti-tank mines to hospital bedsteads. Other 
large units repair and maintain tanks, guns, vehicles, and instrv- 
ments. These installations have presented industrial problems 
varying from those met with in the United Kingdom at the 
time of the Industrial Revolution to tetra-ethyl-lead (T.E.L) 
hazards. All this has taken place in countries with a pre 
dominantly agricultural economy and little or no pre-wal 
industry. Many thousands of fellahin who had previously 
known only the bullock-cart and the ancient plough of biblical 
pattern have become fitters, welders, blacksmiths, and the like. 
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uipment and machinery for the most part have had to be 
imported, and have often arrived broken or with parts missing 
gt have been lost at sea. Production lines have had to be 
qeated in buildings never intended for industrial use. Huge 
yorkshops ‘have appeared covering many square miles of 

rt. Environmental difficulties have further complicated 


this remarkable industrial expansion: 


Environmental Difficulties 


Operational needs led to the siting of many War Depart- 
ment factories in unhealthy spots, in overcrowded slums, in 
malarious swamps, and in some cases near primitive native 
yillages. Steps were always taken to improve the factories 
nd to reduce the amount of dirt, flies, mosquitoes, and other 
insects. So far as was possible British personnel have been 
otected against typhoid, smallpox, and typhus. In the case 
of native employees, protection has been afforded against 
typhoid and smallpox, and regular disinfestation has been 
aranged. In some cases lethane belts have been of value in 
keeping natives louse-free, but they lose their efficiency after 
{4 days. No skin sensitivity has been. noted in Egyptian 
labourers, but British personnel have often suffered from intense 
jritation after using these belts. 

Even though the native workers usually return to their homes 
each evening, regular monthly disinfestation has reduced both 
the number of louse-infested men and the degree of infestation. 
Records kept at one disinfestation centre showed the following 


figures. 
Proportion of Men found Lousy each Month before Disinfestation 


1943 


January .. .. 80% May .. .. 20% September 
March 50% July 9% November 
April 46% ‘August 8% | December 12% 


These precautionary measures have had a marked influence 
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in preventing disease. During the twelve months under review 
approximately 43,000 cases of typhus were notified in Egypt, 
the majority in Cairo. Yet in Cairo area factories under our 
supervision, among 4,000 British troops working in the closest 
contact with 20,000 employed civilians, there were only 4 
British and 21 native cases of typhus during the year—com- 
pared with an estimated rate of 2.5 per 1,000 population over 
the same period. All our cases were in the first six months 
of the year—before typhus vaccine was available for general 
inoculation. 

Even in Cairo standards of sanitation were low. Whole 
districts were without any water carriage system, and pro- 
miscuous and indiscriminate defaecation was customary. Proper 
conservancy systems were invariably installed, and, in addition 
to being iaught their work, native employees were “ house- 
trained,” 

Ventilation and lighting have given rise to various problems. 
The intense summer heat has necessitated the provision of 
double roofing for many workshops. This simple measure 
lowers the internal temperature by several degrees. The pro- 
vision of fans has been restricted owing to shortage. In some 
factories the ordinary fan has been entirely contraindicated 
owing to the danger of an electric spark causing an explosion. 
In such shops ventilation has’ been maintained by extractor 
fans installed on the exterior of the building. The constant 


place} Sunshine experienced in Egypt has rendered the daylight 
curity} illumination of most factories good, but nocturnal lighting has 
1 that} been difficult owing to the shortage of high-power electric 
shops bulbs. In the former civilian factories taken over, the illumina- 
ticles} tion had to be modified and improved in the majority of cases. 
Other} The latest machinery, which had just started to arrive in 
nstru-} the Middle East, is usually self-lighted by adjustable lamps. 
blems} In an underground basement where A.T.S. were operating 
at the mechanical accountancy plant the provision of daylight-type 
‘E.L)} ttificial illumination reduced the incidence of cases of head- 
| pre-} ache and eye-strain from over 50 to less than 5 a week. 


‘e-wal 


The shortage of British man-power has led to the posting 


iouslj} of many men of low medical category to base ‘installations, 
blical] and great care has to be exercised by medical officers to 
> like ensure that the physical defect is such that it will not interfere 


with. the efficiency of a man’s work, will not be .aggravated 
by the nature of his employment, and will not render him 
specially prone to industrial diseases. Thus, men down-graded 
on account of dermatoses or chronic pulmonary disease have 
had to be weeded out after posting to T.N.T. factories. 
Similarly, care has been taken in the selection of native 
workers ; but employees have been accepted for non-hazardous 
occupations at a much earlier age than would be legal in the 
United Kingdom. These juveniles have proved most efficient 
workers, and their health has benefited by the greatly improved 
nourishment resulting from the wages they earn. 

In spite of linguistic difficulties Egyptian labourers have 
speedily been taught to use complicated machinery, and have 
developed considerable skill, while their capacity to work for 
prolonged periods without evidence of fatigue surpassed that 
of the British personnel. Particularly did this apply to 
monotonous repetitive work. In general, the native labourer 
was found to be unadaptable. While quickly learning one job, 
he cannot be switched over to a different task with any degree 
of success. This inability-to accommodate himself to fresh 
work has prevented the rotation of labourers in hazardous 
occupations. The usual British practice of never keeping a 
worker who is exposed to industrial hazard on a dangerous 
task for very long, but of switching him on to a safe post 
at regular intervals, has been tried many times with native 
workers, but has had to be abandoned. This non-adaptability 
has resulted in natives being kept on highly dangerous tasks 
for 8 to 12 hours daily for many months, and a high incidence 
of toxicosis was expected. These fears have, with one excep- 
tion, proved groundless, and the resistance of the native 
epidermis to such toxic substances as T.N.T., lead, and various 
oils has been most noticeable. 


Industrial Fatigue 


In one huge tank workshop near Alexandria 300 British 
“other ranks” were closely studied over a period of eight 
months in 1941. They were subjected to prolonged fatigue 
for 18 consecutive weeks, during which they had no leave and 
no days off. The actual hours worked ranged from 72 to 
84 a week. The main points that emerged from this study 
of 1,467 cases of sickness or injury involving a wastage of 
8,770 man-days were as follows: 


First, sickness, disability, and injury rates were increased by the 
period of prolonged fatigue. 

Secondly, the extent: to which sickness* was thus increased was 
much the same in the Army in Egypt as in civilian employees in’ 
the United Kingdom, despite a much closer control of feeding and 
housing arrangements than is ever possible among civilians. 

Thirdly, the nature of this sickness was similar to that which 
follows fatigue in the United Kingdom. -The principal cause of 
wastage of man-power was the common cold. The next most 
important cause, sandfly fever, may be regarded as an Egyptian 
condition corresponding closely to influenza. Infections of areolar 
tissue and those diseases of the skin which cause invalidism were 
also manifestations of ‘a lowering of the general resistance. Com- 
bined with this was a steady increase in minor and major injuries, 
especially at the end of the working day. 

Fourthly, the most potent “ psychological incentive * operated 
for just so long, and no longer. In this group of men “just so 
long” was about four weeks. At the beginning of this study the 
working week was increased suddenly from 56 to 80} hours, and 
there was at that time a considerable “ psychological incentive.” 
The work was done, and there was no significant increase in sickness 
rates till just over four weeks later, when the steady rise in the 
incidence of sickness began. An exactly similar situation arose again, 
and there was the same time-lag. 


Accurate recording is essential in this kind of study, and it 
was found useful to have two or more different records which 
could be cross-checked, and which showed the same material 
from different angles. Absolute figures for new cases, man- 
days lost, and so on were difficult to bring into perspective. 
Percentage figures—relating, for instance, the man-days lost 
to the man-days that might have been worked assuming 
no sickness of any kind—gave a truer picture, -But what 
appeared to be the simplest and most sensitive index of general 
health in a group of men was the average disability period, 
a figure which was worked out each month. This figure was 
arrived at by dividing by the number of cases under treatment 
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in any one month the sum of the days during that month hours were reduced and leave was granted, but it was six} TABL! 
‘on which they were treated. Thus, if five individuals were months before the weckly figures had returned to the usual} 
treated during one month for two, seven, three, six, and five level below 5%. 
days respectively, the sum of these days is twenty-three, and hs 
the average disability period for any one of these five cases Major and Minor Injury Rates : — 
is 4.6 days. This figure, of course, was irrespective of the It was not possible to record sickness rates among civilian Bop 
clinical condition for which the men were being treated. It native employees, as the Army does not accept responsibility} _— 
was an index of the rapidity of recovery of the group as for the treatment of diseases other than the essentially 
a whole from disease or injury of any kind. The point‘ is industrial; but over the last two years injury rates have been} my ° 
well shown by the following comparative figures in this recorded. Injuries were classed as major—i.e., involving injuryJ4'™, | 
particular group of 300. pay of some kind—or as minor; in the latter case they were ged 


trivial injuries treated by native medical orderlies, These a: 
| Soe orderlies had all to be trained, and they were given first-aid | aplicat 
Month, New C Man-days Lost | Average Disability — supplies according to scales dependin th > 
1941 ~— rial Period pple g s dep g on the number of men | tachor 
employed, type of work, usual nature of injury—cuts, burns. | mms ‘ 
Apri rt eye injuries, etc. All injuries were recorded as major or minor. | foundti 
and rates were standardized to the number of injuries per 199 
July... | 275 11873 68 employed civilians per month. wo 
ptember 153 6- i 
October 110 Major Injuries 
Table I compares major injury rates in two base workshops each | The! 


employing over 7,000 civilians. One installation was engaged on chief 0 
the production of war stores ranging from ration-boxes and | (ii) 
refrigerators to gun-mountings and blast-furnaces. The other was 
concerned with the repair and maintenance of all types of instru- In th 
ments, guns, and vehicles. : 


The hours of work were increased in early April, and the 
period of long hours continued till the middle of August. 
It is perhaps worth noting, too, that with shorter hours and 


men on leave a maximum output of tanks was achieved in ; out: ‘ 
October.; this was bettered in November, and the output Taste I.—Major Injury Rates per Month per 100 Employed | With " 
reached a new record figure in December. ; ds 

Certain conclusions were put forward tentatively’ after con- 1942 ae fon fi 
sideration of these records. | Oct. |Nov. |Dec. Jan.|Feb.| Mar. |Apr.|May|June July| Aug. | Sep. extracto 

1. Young healthy adult males who are well fed, well housed, and Production 2:2 | 2-9 |2-112-9)2-6| 1-9 | 1-4! 1-3/20] 
well cared for can work effectively for long periods without showing epair an : ‘ 
signs of strain or ill-health provided that their hours of work do ™#intenance | 4-4 | 4°4 | 3-1) 4:2) 4-1) 4:2 | 3:2) 3:1) 3:6 | 3:2) 26 | 19 
not exceed 60 a week. This is a maximum and not an optimum Par 
figure. The optimum may well be appreciably below 60 hours a These figures represented 1,759 major injuries in a year among J the skir 
week. an average civilian strength of 7,192 on the production side. The The pl: 


2. If such men are made to work more than 60 hours a week corresponding figures for the repair and maintenance installation | th fur 
for more than four consecutive weeks there will be a rise in the were 2,972 major injuries with an average daily strength of 7,166 | only er 
incidence of sickness and disability among them. This rise will be civilians. As anticipated, more injuries occurred on the repair side | danger 
due to conditions of minor ill-health—typically the common cold— than in straight production; but in both cases there was an improve-_| duratio 
associated with a lowering of the general resistance to disease, and ment over the year, due to the adoption of different safeguards and sulphur 
will continue, and increase, until such time as the hours of work also to the increasing skill of the natives employed. The rise in | carried 


are reduced again to a figure below 60 a week. June, 1943, was due to a rush of work essential to the Sicilian } tration 

3. Where a group of men has a high rate of sickness due to a campaign. . : plates, 
prolonged period of fatigue from overwork, steps should be taken Minor Injuries to mak 
at once to reduce the hours of work to below 60 a week and to In each of 24 sub-workshops—factories ranging from units of 100 | lls su 


grant leave. No other measures will affect the situation appreciably. {4 3.000 civilians with a sprinkling of British troops as overseers— { tit8-T0¢ 

‘ 4, The most potent “ psychological incentive” will not keep a — minor injury rates were similarly recorded and standardized to the | bY lead 
‘large group of men in good health if that group is working more rate of minor injuries per month per 100 employed. These were | {He sol 
than 60 hours a week for a longer period than four weeks. trivial injuries—cuts, abrasions, burns, etc.—treated by the native | Caref 
As a result of this study the many large R.A.O.C. and rderlies and rarely seen by a medical officer. These figures brought employ 


R.E.M.E. installations in the Middle East-were all instructed Ut clearly several points of interest. 
to work a 57-hours week. In emergencies these hours were — Effect of Increasing Skill—Three shops, each employing some 300} 7 
occasionally increased, but never for more than three weeks natives, were engaged on the production of wooden articles—tables, 


. ° chairs, packing-cases, ice-boxes, ration-boxes, desks, etc: Shop No. 1 
The system of recording sickness rates was also generally oer “ata in nt abr in peacetime with much the ‘same employees. Ramad; 
adopted. 


Shop No. 2 was a wartime creation, and at the time of this study lead du 


Methods of Recording Sickness most of the native employees had been engaged on the same jobs 
: for over twelve months. Shop No. 3 had been started two months 
This method of recording sickness is being described in full before, and all the employees were new recruits and learnt their |*set 


elsewhere by one of us (I.H.F.). Briefly, a daily note jobs the hard way. Table II shows the injury rates in these three stich | 
‘was kept of “all sick.” This included every man not 100% different groups—each of similar size and engaged on much the 
effective. Thus men receiving specialist treatment of any kind same work. 

were included, as wefé men doing a full day’s work but under Tatek I1—Aiinar Injury Reses per Month per 100 Ennlean 


treatment for, say, corns. Cases under this heading would ‘ 
range from men in hospital or on sick leave, through the 1942 1943 
“excused all duties” and the “light duties” group, up to 
men returned to duty that day. This figure was rélated daily Oct. | Nov. | Dec. | Jam, | Feb. | Mar. | Apt. | eae 
to the ration strength of the unit and expressed as an average Shop No.1..| 15 10° 12. [7°16 
27 ‘|. This 

weekly percentage figure to the nearest one-half per cent. | the. 

This method was applied to all R.A.O.C. and R.E.M.E. sulphur: 
base installations in the Middle East. Records were kept by of work 


i ; " The same point was shown equally well in a shop (No. 4) iD Wear re 
companies (usually 300-t0-400: strong). -In-all companies and which the average civilian strength leaped from: 600 to 1,200 in the Which 


in widely differing areas the. usual figures were below 5%. 
first week of March, 1943 (Table III). 

A local epidemic of, say, sandfly fever might bring the figure Shop No. 5, which showed very constant figures, was a peacetime 

~~ nearly 10%, but that happened rarely. In the company workshop employing over 3,000 natives, making hospital beds, Soyer In thi 

previously referred to the figure ranged constantly from 3 to ctoves, and the like. In this shop expansion took place early in J. 


4%. In 18 weeks of prolonged hours of work there was no the war, and as it was in an isolated district its employees, once os 
appreciable effect for four weeks. After that period the they had moved to this area with their families, tended to remain fi 


sickness rates rose steadily to just over 30%. At that point Frequently the injuries have been of the “avoidable” type. Thus 


| 
: 
“ey 
4 


| Sept. 9, 1944 


INDUSTRIAL PROBLEMS IN THE MIDDLE EAST 


Brit:sH 
MEDICAL JOURNAL 


337 


Taste I1I1.—Minor Injury Rates per Month per 100 Employed 


1942 1943 
Oct. | Nov. | Dec. | Jan. | Feb. | Mar. May 


* Fe-wo.4..| 88 | 92 | 83 | 74 | 71 | 169 | 148 | 139 | 123 
civilian | 45 | 43 | 41 | 52 | 59 | 47 | sa | 43 | 48 


N 
No. 
asibility |_ 
entially y of the “ foreign bodies, eye ” injuries would not have occurred 
yh been if the victim had used the eye-shields provided. It may be worth 
3 Injury going here that almost all British cases of “ F.B. eye’’ were back 
‘Y were} » work within 48 hours, whereas natives sustaining the same injury 
These § yere.as a rule off work for 5 to 7 days. This is a difference casily 
first-aid aplicable in a country in which some 90% of the population have 
of men | tachomatous eyes. Another prevalent avoidable injury has been 
s of the feet, due to the practice of working bare-footed in 
burns, | bums iths’ sh 

minor foundries and blacksmiths shops. Boots were provided for these 
’ duorkers, but it took some time to teach them that they should be 
er 100 yorn on the feet and not dangling round the neck. 


Specific Hazards 


There was a risk of plumbism in some installations, the 


Apr. June 


tes chief of which were (i) battery reclamation, (ii) petrol storage, 
es and | (iii) printing. 
ler wal he Battery Reclamation 


In the reclamation of batteries the following processes are carried 
out: (a) Preparation of metal by breaking down old accumulators 
with the lead run out in a reducing furnace:—This is done in the 
open, hence is not very dangerous. (b) Casting of plates :—The 
lead is melted in a cauldron and poured into moulds. The danger 
from fumes has been minimized by the provision of -hoods with 
extractor fans. (c) Pasting:—The paste is made by mixing litharge, 
ar lead chromate, and a binder manually, as a mechanical mixer is 
.|unobtainable. The risk of inhalation and skin absorption of lead is 
very high. The paste is introduced into the prepared frames with 
a hand spatula. Dust has been lessened by keeping the floors, 
benches, etc., constantly damp, but the risk of absorption through 
the skin prevails, as gloves have been found useless. (d) Drying :— 
The plates, having been pasted, are dried in a chamber heated by 
th fumes from the cauldron in the casting-room. As this room is 
oily entered for the purpose of adding or taking out plates, the 
danger from inhalation of a lead-impregnated atmosphere is of short 
duration. (e) Forming:—The dry plates are- immersed in weak 
sulphuric acid and charged with electric current. This process is 
carried out in a large well-ventilated room, so that a high concen- 
tration of fumes is not obtained. (f) Mounting:—The charged 
plates, or electrodes, and the electrolytes are now brought together 
to make the accumulator, the plates being placed vertically in the 
cells suspended by hooks and separated from each other by insula- 
ting-rods. They are then fixed to the cover and external ‘connexion 
by lead soldering. During this process lead fumes are evolved from 
the solder. 

Careful watch has been kept on the physical condition of the 
employees, and during two years’ service no cases of lead poisoning 
have been detected. This is remarkable; for if, in the United 
Kingdom, men had worked under similar conditions there would 
have. been many cases—some probably fatal. The only time when 
there has been any suggestion of symptoms due to lead was during 
Ramadan. At this time, for 28 days, no practising Moslem eats or 
drinks while the.sun is up. Thus any inhalation or ingestion of 
lad dust is taken in a pure state, not being diluted by the presence 
of water or food in the stomach. During this time the number 
absent without leave rose, and the usual complaint was gastric upset 
from keeping Ramadan. Investigation revealed the following facts, 
which bear out the theory that this sickness was caused by mild 
degrees of plumbism. 


Work 


. Pasting 
Casting 
Charging 
Assembly 
Stripping 


native 
srought 


me 300. 


-tables, 
No. 


Average No. of Days 


27 | This order corresponds with the danger from plumbism, except 
31 fin the case of charging or formation, in which the inhalation of 
sulphuric acid fumes would tend to cause gastritis. Blood counts 
of workmen employed in the most hazardous processes for over a 
year revealed no abnormality excepting a 70% haemoglobin level, 
Which is a figure considered well above the average among the 
gyptian working-class. 


T.E.L. Hazard 


; In the summer of 1943 eleven natives in one civilian petrol installa- 
lion died as a result of acute T.E.L. poisoning. All became maniacal 
Some stage of the brief illness. The factors leading to this situa- 
were as follows: 


Absence per Employee * 


1. The work of filling 4-gallon “ jerricans ” from a feed-pipe with 
es opening off it was done in a small building with no ventilation 
whatsoever. Since this was done at night there was a complete 
black-out, and because of the danger of fire there was a blast-wall 
entirely covering each door and window. f 

2. This was the hottest summer in Egypt for the last 34 years. 

3. T.E.L. concentration in the petrol had just been increased from 
2.6 to 4.8 c.cm. per imperial gallon. 

4. In view of the Sicilian campaign this plant was working 24 
hours a day seven days a week, and because of the shortage of 
labour two 12-hour shifts were operated. Or, in other words, at 
one and the same time these natives were subjected to minimal 
ventilation, maximal heat volatilization of T.E.L., and maximal 
periods of exposure—with disastrous results. 

Either 70- or 80-octane petrol was in general use at this time, 
both grades containing enough ead to need precautionary steps. 
An investigation had already been made into all W.D. petrol stores 
to ascertain the hazards and apply the appropriate precautionary 
measures. Three additional main sources of possible poisoning had 
been detected: (a) Washing of cans:—The cans are washed with 
petrol, and the washer gets his clothes saturated with _ petrol. 
(b) Storage in underground sheds:—Some of the tins leak, with the 
result that the sheds are filled with fumes. (c) Sealing of “ leakers ”: 
—Leaking tins are filled with petrol and the leak is soldered. 

Precautionary measures adopted. included careful selection of per- 
sonnel, regular medical examination, provision of overalls, showers, 
and daily milk to handlers, external storage of petrol, and substitu- 
tion of 70-octane petrol for washing cans. 


Printing Presses 
Most of the W.D. printing presses have been taken over from 
civilian owners. In none of the British or native employees at these 
presses have we ever noted anything even remotely suggestive of 
lead poisoning. 


Over the last three years we have observed natives at risk from 
T.N.T., lead, T.E.L., Diesel oils, and other industrial toxic sub- 
stances for long hours each day over long periods. In the T.E.L. 
incident quoted, toxic effects were almost entirely due to inhalation. 
In all other cases we were constantly impressed by the way in which 
the native epidermis seemed impervious to lead, T.N.T., and a 
variety of oils. 

Summary 

A few ofthe difficulties and problems following the introduction 
of W.D. workshops and factories into the Middle East are reviewed. 

Methods of recording sickness and accident rates are discussed, 
with some notes on the relation between fatigue and sickness. 

Problems associated with special hazards are described. 


A CLASSIFICATION OF DEATHS OF 
MEDICO-LEGAL IMPORTANCE 


BY 
I. GORDON, M.B., Ch.B. 


(Department of Medical Jurisprudence, University of Capetown) 


For many years deaths of medico-legal importance have been 
classified into three groups according to the cause of death— 
viz., coma, syncope, or asphyxia. Three series of pathological 
changes have been described as characteristic of these types 
of death. In particular the post-mortem signs of asphyxia have 
always been regarded as forming. a distinct pathological entity. 

I have analysed the results of many hundreds of necropsies 
in order to determine whether asphyxial deaths can be 
differentiated from other deaths of medico-legal importance 
on the basis of a qualitative difference in the pathological 
changes. The conclusion I have drawn is that reliable differences 
cannot be detected on the basis of morbid anatomical 
observations alone. j 

In all forms of death of medico-legal importance the findings 
at necropsy may be divided into two groups. The first group 
comprises the basic pathological changes of circulatory failure 
such as visceral congestion and capillary haemorrhages. These 
non-specific changes are always present in greater or less degree 
in deaths from any. cause. The second group consists of the 
pathological changes which are dependent on the type of death 
—e.g., the local injuries to the neck in throttling and strangula- 
tion, and the colour of the blood in acute carbon monoxide 
poisoning. Such changes are best described as special patho- 
logical changes. It would appear that a sufficiently clear 
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distinction has not always been made between these two groups 
of post-mortem findings. As a consequence general patho- 
logical changes such as visceral congestion and capillary 
haemorrhages have often been invested with the significance 
of special pathological changes. In this way asphyxia has come 
to be regarded as a pathological entity. . i 

It is suggested that a classification of deaths of medico-legal 
importance based upon the concept that tissue anoxia, however 
induced, leads to circulatory failure and death would be more 
in keeping with current views in applied physiology and 
pathology. 


The Mechanism of Death 


The cessation of the vital functions depends upon the pro- 
duction of tissue anoxia. This anoxia may be’ brought about 
in four different ways. It may be caused: 


(A) By defective oxygenation of the blood in the lungs—anoxic 
anoxia. 

(B) By a reduced oxygen-carrying capacity of the -blood—-anaemic 
anoxia. 

(C) By a depression of the oxidative processes in the tissues— 
histotoxic anoxia. 

(D) By an inefficient circulation of the blood through the tissues— 
Stagnant anoxia. 


All these types of anoxia produce circulatory failure, and 
this failure may lead to death. 

The accompanying diagram, which has been adapted from 
the work of Moon (1938), shows clearly the method by which 
these conditions produce 
circulatory failure. It 
illustrates how the differ- 


(D) Deaths from Stagnant Anoxia: 


This form of death is seen in traumatic shock in which capillary 
atony leads directly to inefficient circulation of the blood 


through 
the tissues. Deaths from burns, heat-stroke, acute irritant ang 


corrosive poisoning, venom poisoning, and delayed deaths from. 


electrical injuries may all be classified in this group. 


The Basic Pathological Changes of Circulatory Failure 


As tissue anoxia, however induced, leads to circulatory failure 
the pathological changes associated with this failure are. funda. 
mentally similar in ali forms of death. According to Moon { 
basic pathological changes of circulatory failure are: (1) Difty 
congestion of all the viscera. (2) Diffuse congestion of the mucoy 
and serous membranes of the body. (3) Capillary haemorrhages in 
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the viscera and tissues, and in the mucous and serous membranes, in the 


(4) Oedema of the viscera and tissues, with effusions into the 
cavities. 
in which the circulatory failure develops slowly.. 

Capillary haemorrhages in the pleura (the so-called Tardieu spots) 
have been observed in all the forms'‘of death which have been 
included in the classification. They have no significance as a specific 
pathological change. 

The basic pathological changes of circulatory failure are present 
in varying degree in all forms of death. ; 

It has been suggested by Moon that the intensity of the conges- 
tive changes of circulatory failure may depend upon the rapidity 
of the death. It is difficult to correlate the degree of visceral con- 


gestion with the rapidity of the death, as it is exceptional to. obtain} 


reliable clinical evidence of the mechanism of death. 

In 1941 I attempted to study this problem in relation to the post- 
mortem findings in. a series 
of 41 anaesthetic deaths, as 
all the patients were under 
observation at the time of 
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ent types of anoxia give D at CAPILLARY avon | > 
rise to the same Vicious } 

circle and how this circle ’ 

operates to maintain the 

circulatory failure once it ) 
has been produced. 


In all deaths the initial . 
development of the tissue 
anoxia depends upon one | 
or other of the mechan- 
isms given under (A), 
{B), (C), or (D). The 
special position of hae- 
morrhage—of importance 


their collapse. Unfortun- 
ately, reliable clinical data 
relating to the mechanis 


_ be obtained from many of 
the records. h 
data were available in some 
cases. The conclusion 
drawn from the limited 
series of cases studied was 
that the relative absence of 
visceral congestion in 
deaths arising from sudden 

Y x primary cardiac failure sup- 
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in deaths from incised 
wounds and_ criminal 
abortion—has been in- 
dicated by Moon. 

Deaths of medico-legal importance may be classified for 
practical purposes by the way in which the tissue anoxia is 
initiated. 


A Classification of Deaths of Medico-legal Importance 


{A) Deaths from Anoxic Anoxia: 


1. (a2) From an obstruction to the passage of air into the respira- . 


tory tract—e.g., suffocation, smothering, and overlaying; (b) from an 
obstruction to the passage of air down the respiratory tract—e-g., 
drowning, choking by foreign body impaction, throttling, strangula- 
tion, and hanging; (c) from an external compression on the chest 
and the abdominal walls—e.g., from falls of earth. 

2. From a primary cessation of respiratory movements—respiratory 
failure—e.g., narcotic poisoning and rapid deaths from electrical 
injuries. 

3. From breathing in vitiated atmospheres. These deaths are 
usually caused by the displacement of the atmospheric air by carbon 
dioxide or inert gases—e.g., they occur from exposure to “ black- 
damp” or “ fire-damp” in mines and from exposure to the fumes 
in wells and vats. 


(B) Deaths from Anaemic_ Anoxia: 

This form of death occurs characteristically in acute carbon 
monoxide poisoning. It is also seen in poisoning by nitrites, 
chlorates, and coal-tar derivatives (Van Liere, 1942). ; 
(C) Deaths from Histotoxic Anoxia: 

This form of death is seen in acute cyanide poisoning. 


he reihonship of the various forms of onexiai be circulatory failure - Adapted fram "eon (938) 


ported the view“ that th 
B 


OXYGEN DELIVERY 4 
C tion is relatively less i 


rapid deaths as compared 
deaths occurring more 
slowly. 


_ * Asphyxia as a Pathological Entity 

The term “ asphyxia” is sometimes used synonymously witl 
“ anoxia.” Etymologically the word means “ pulselessness,” and 
there is little reference to the term in modern works on applied 
physiology (Best and Taylor, 1943 ; Samson Wright, 1940). Il 
would appear to be an undesirable term from the strictl 
physiological point of view, but it is used extensively in the 
practice of forensic medicine because of its convenience. 
it has been shown, however, that there are no qualitative 
differences in the general pathological changes in all deaths of 
medico-legal importance, asphyxia cannot be regarded as a 
distinct pathological entity which is recognizable on the basi 
of morbid anatomy. It is never justifiable, therefore, to cé 
that a deceased person has died of asphyxia if this opinidy 
is based only upon‘a finding of visceral congestion and capillarj 
haemorrhages. 

The records of certain criminal trials in South Africa hay 
shown that penalties, including a death sentence, have D 
inflicted where medical testimony, based upon the view 
asphyxia is a pathological entity, has been a major factor 
securing the convictions. These cases have arisen mom 
specifically in instances of alleged suffocation, throttling, 2 
strangulation where external evidence of injury could not | 
observed because of putrefactive changes or the burning of 
body. It is felt, therefore, that a re-orientation of our approas 
to deaths of medico-legal importance, in ‘accordance 


serous 
Oedema is most commonly found in those forms of death} oa 


‘SPI 


of the collapse could 


Me 
In me 
thank 
which 
when 
epider 
circut 
and s 
way | 
mode 
averti 
affairs 
has € 


itself 
const 
these 
impor 
tectio 
will r 
nized 

‘orce 
have | 
immu 
ave 
in Mi 
under 
incluc 


“| labor. 


| 
i 
ye 
sugges 
anoxia 
2 
a 
2 ever, | 
; 
Gordo 
an 
Wright 
Cap iiary hee 
Y 
REO 
BLOOD 
5 
| 
| 
decen 
| 
= 
hav 
| Bact. 
3 
an 
| ine 
| 


H 
OURNAL 


| Sept. 9, 1944 CLASSIFICATION OF DEATHS OF MEDICO-LEGAL IMPORTANCE 


BrITIsH 
MEDICAL JOURNAL 


339 


gurrent views on applied physiology and pathology, would be — 


Rr ies iss likely to lead to any miscarriage of justice. 
t rough 
Summary 


itant and 

ths from A classification of deaths of medico-legal importance has been 
suggested. This classification is based upon the concept that tissue 

gnoxia; however. induced, leads to circulatory failure and death. 

guch a classification is considered to be more in keeping with current 

views in applied physiology and pathology. 

It is emphasized that in the description of post-mortem findings for 
medico-legal purposes a clear distinction should be drawn between 
Moon thel jhe basic pathological changes of circulatory failure and the special 
) Diffusef gathological changes characteristic of the particular type of death 
© mucous| gnder consideration. Attention is directed to the fact that there 
thages in} gre no qualitative differences in the basic pathological changes found 
>mbranes,} js the different types of death. 
he serous’ Because of its convenience the term ‘ asphyxia’’ is used exten- 
of death) ively in the practice of forensic medicine. It is pointed out, how- 
ger, that as asphyxia does not constitute a pathological entity it 
annot be clearly recognized on the basis of morbid anatomical 
observations alone. 
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# speciliel This paper is published with the kind permission of Prof. W. F. 
Rhodes of the University of Capetown. would also like to thank 
© present} his colleague, Dr. H. A. Shapiro, for his helpful critical interest in 


this subject. 
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> go ‘SPECIFIC SERUM THERAPY IN TYPHOID 
many of FEVER 

Js. Such} ov 

> in some 

onclaiion A. E. HODGSON, M.D.Ed., D.P.H.Camb. 


Bro Medical Superintendent, City Hospital, Fazakerley, Liverpool 
died was 

bsence off In normal times typhoid fever is relatively a rare disease, 
ion in} thanks to the forward strides in public health and bacteriology 
n sudden} which have been made in the past half-century, and it is only 


pre me when as a result of some unforeseen incident the disease assumes 
| conges§ ‘Pidemic incidence that it attracts special attention. In the 


less ing Si'cumstances of war, however, opportunities for its appearance 

somparedy and spread are multiplied. Prophylactic measures go a long 
ing mor} way in the protection of the individual and the mass in a 
modern army, and a supervised hygienic routine assists in 

averting the spread of infection. A very different state of 

; affairs may be encountered when the present active warfare 
isly with} bas ended and a continent in which for five years all the 
ess,” andj decencies and amenities of living have been disrupted presents 
applied} and infectious disease-in the released peoples might 
940). If CoMstitute a major obstacle in the return to order. Among 
. strictly these infections the typhoid group of fevers may play an 
y in the) Mportant part. Mass schemes must cater for housing, water, 
nce. AS food, and the like, and inoculation will help in personal pro- 
salitativg ction. “Inoculation,” it must nevertheless be remembered, 
feaths of will not protect everyone to whom it is applied—a fact recog- 
led as @ Nized by all who have studied‘and practised it. In our own 
the basi Forces, so splendidly “serviced” on the medical side, there 
‘0 certify) have occurred a certain percentage of failures to confer complete 
opinion} munity to the particular disease against which defensive steps 

capillary) have been taken. In an article entitled “ Military Medicine in 
in Middle East,” Lieut.-Col. (now Brigadier) E. Bulmer (1943), 

yj Under the subheading “ Enteric Group,” says: “The 24 cases 
veil include typhoid, paratyphoid, and clinical typhoid fever, without 
iew laboratory confirmation. The low incidence is the result of the 
factor I Satisfactory state of the troops with respect to inoculation, but 
ve mort. | have been impressed with the severity of the cases due to 
Bact. typhosum ; inoculation did not ‘seem-to have modified 


‘ica ha’ 


ing, 

“a if the course of the disease once it was contracted. The mortality 
1g of Tate of 25% would be much higher if only cases of typhoid 
spproad fever were considered. The disease remains uninflyenced by 
ice any treatment but good nursing, and the sulphonamide group 


458 ineffectual.” 


Realizing that this case incidence, indubitably low though 
it is, is met with in a body of men so efficiently inoculated 
as are our troops, the potential incidence which might be 
encountered in the circumstances of starvation and disorganiza- 
tion in the immediate post-war Europe presents vast possibilities. 

Hitherto medical: treatment in the typhoid group has been 
mainly “general” and in a sense fortuitous and empirical, 
success resulting almost entirely from good nursing, as most 
clinicians will admit. In typhoid fever, but not in the 
paratyphoids, there is now at hand a potent therapeutic serum 
to which, in my view, too little general attention has been 
drawn. The work of Felix and his colleagues at the Lister 
Institute made possible the elaboration of his “ Vi+O™” anti- 
typhoid serum, in which, put briefly, two antibodies are 
effectively combined, the “ Vi” element conferring protection 
by suppressing the multiplication of virulent strains of Bagt. 
typhosum- and the “O” antibody by neutralizing the endotoxin 
of that organism. Clinical trials of the new anti-typhoid serum 
have been reported from Palestine (Felix, 1935), Ireland 
(McSweeney, 1935, 1937), China (Robertson and Yu, 1936), 
England (Cookson and Facey, 1937), South Africa (Pijper and 
Crocker, 1939), Malaya (Landor, 1941), and the findings point 
definitely to its high therapeutic value, in particular in toxaemic 
patients. This serum has been used in the City Hospital, 
Fazakerley, since the beginning of. 1938, and in that period 
57 cases of typhoid fever have been admitted. Seven of these 
patients died, four deaths occurring within 80 hours of arrival 
at hospital. Twenty of the patients (of whom 4 died) were 
seaborne. These cases disembarked at the port are in the 
main of severe type, having been ill for varying periods at sea 
in- circumstances in which, except in the largest liners, medical 
and nursing facilities of a standard available in a modern 
hospital ashore are not readily to hand. Those patients who 
on admission showed toxic symptoms—undue general prostra- 
tion, hyperpyrexia, threatened delirium, coma or typhoid state, 
or complications such as haemorrhage or pneumonia—num- 
bering 25 in all, received serum. Classified according to severity 


they were: 


Very severe 

Severe .. 

Moderately severe 
Seaborne patients contributed 14 of the 25 serum cases and 
four of the six deaths, these latter being due to pneumonia (3), 
haemorrhage (2), and toxaemia (1). The one death in the 
non-serum group was the result-of old-standing endocarditis 
in an elderly patient. The cases not receiving serum are, 
of course, not to be regarded as “controls,” but rather as 
mild infections for which anxiety was not specially justified, 
All the patients were civilians who had not been inoculated 
with T.A.B. vaccine, and the clinical diagnosis was in 
each instance confirmed by bacteriological or serological 
examinations. : 


Though the number of cases reviewed in the series is not 
large and does not permit of assertive conclusions, the effects 
of serum treatment were manifest in three ways: 

(a) Conditions due to direct toxaemia, excluding hyperpyrexia, 
abated rapidly, obvious improvement appearing often within 48 hours 
and continuing to be sustained; with coincident decrease in signs 
and increase of relative strength and well-being. Six of the very 
severe cases were of the type for, which, in other times, but little 
hope of recovery could have been entertained ; they responded with 
surprising and almost dramatic promptness. 

‘(B® Hyperpyrexia was not affected in so quick a manner, a main- 
tained fall in temperature taking some days and continuing as a 
moderately steep lysis. 

(c) Incidental complications such as intestinal haemorrhage or 
pneumonia, already present when the patient came under treatment, 
did not seem to be influenced by the serum in any way. It was 
observed, however, that such conditions did not arise in the later 
course of the disease in those subjects to whom serum had been 
given in the initial and toxic phase. 

The serum is issued in 33-c.cm. phials (Lister Institute), and 
injection of the contents of one phial intramuscularly (buttock) 
on three successive days, beginning at the earliest available 
moment, was routine. In the very bad cases an initial dose 
of 66 c.cm. was given, This may seem a large amount for 
one intramuscular injection, but if the serum and the syringe 
have been previously warmed and kept in water at blood heat 


12 (4 deaths) 
9(2 ) 
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very little discomfort, and that of a transient sort only, is 
caused, and absorption quickly takes place. As experience in 
serotherapy in other diseases bears out, the generous dose of 
serum, especially if given early, brings a readier and more 
complete response than do smaller and repeated amounts. 


All the patients except five in due time had an urticarial 
serum rash of variable intensity—a not unexpected event, as 
this serum is not of the “ refined” type. In my personal view 
a simple serum rash alone is not a wholly ill-starred happening. 
Temporary and varying irritation is inevitable, but I have 
noticed in other diseases in which serum is used that, in 
certain patients who hitherto have seemed to be hanging fire, 
after the urticaria has come and gone improvement appears to 
be stimulated and accelerated, owing possibly, I have thought, 
to the ensuing leucocytosis and its added defensive mechanism— 
a condition to be desired in the leucopenic state of a typhoid 
fever patient. 


I would add that while serumi in typhoid fever seems to 
possess undoubtedly high value, its use does not in any sense 
minimize the prime importance of efficient nursing attention 
as an aid to the patient’s recovery. 


Summary 

Clinical results following the use of Felix’s ‘“‘ Vi+C” anti-typhoid 
serum are described. Its efficacy appears to be prompt and very 
satisfactory in those states due to pure toxaemia. Hyperpyrexia is 
diminished in time, but this change is not so rapidly brought,about. 
Complications such as pneumonia and haemorrhage, when present 
before the start of serum treatment, do not seem to be mitigated. 


I am indebted to Dr. W. M. Frazer, Medical Officer of Health, 
City and Port of Liverpool, for permission to publish these notes. 
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Medical Memoranda 


Prophylactic Penicillin © 


After a recent “incident,” many air-raid casualties were 
admitted to a ‘hospital, including many with the usual 
grossly lacerated and contaminated wounds. As reports of the 
value of penicillin in preventing infection in battle casualties 
have been so favourable, five million units were speedily 
obtained by special messenger. 
wounds were given 15,000 units (2 c.cm.) four-hourly by intra- 
muscular injection, and, contrary to some reports, very few 
complained of the injections causing pain.* Previous experience 
of similar wounds led one to expect that infection of many of 
them was inevitable, even with the help of sulphonamides, 
but the absence of an inflammation in cases under penicillin 
control was astonishing. 3 

Careful and thorough excision of a recent wound is, of 
course, the ideal procedure, but many of these cases, despite 
blood and plasma infusions, were in. no condition to stand a 
time-consuming operation. In any case, some of the wounds 
were too deep and extensive for efficient débridement. The 
following is a typical case. 
ILLUSTRATIVE CASE 

A man aged 63, severely shocked, with. multiple injurfes, the most 
serious being a deep lacerated wound of the left buttock, from 
which blood was still trickling. This wound was plu ‘with 
uze, and three hours Jater, after he had received two pints of 
lood and a pint of plasma, he was taken to the theatre. Explora- 
tion of the wound revealed extensive laceration of the gluteal muscles 
and comminution of the innominate bone in the region of the 
sciatic notch. From beneath the bony fragments a steady stream 
of arterial blood was escaping, presumably from the gluteal artery. 
As the condition of the patient precluded an extensive dissection to 
expose the torn vessel, efforts were made to seize it with fo 
inserted beneath the bone, in the hope that diathermy applied to the 
forceps would thrombose the vessel. In any case, it was intended 
to leave the forceps in situ for a. days. Hgwever;-efferts to 
seize the artery were unsuccessful, and, as the patient’s condition 
was deteriorating, all that could be done was to plug the wound 


* When time and facilities permit, it is probably better to a 
penicillin by continuous intramuscular or sternal drip. One hundred 
thousands units a day sustains an wate concentration of 
penicillin in the circulation. ; 


Patients with more serious - 


with gauze moistened with flavine and to excise rapidly so 
damaged muscle. The first injection of penicillin ee admin 
about four hours later, and subsequently at four-hourly intervals 
‘It was anticipated that such an_inadequately excised wound in 4 
very unfavourable situation, would become infected ; therefore th : 
days later the gauze was removed under general anaesthesia Ts 
one’s surprise and gratification there was no trace of infection—p 
redness of the skin, induration of deeper structures, or any dischar, . 
other than slight exudate of serum. Unfortunately, the ‘arterfal 
bleeding restarted on removal of the gauze, so replugging was neces: 
sary. Had it been realized that the wound was in a perfectly Clean 
condition it would not have been interfered with. It is now pro- 
posed to leave the gauze plug in situ for several days, by which time 
the vessel should be occluded by natural means. If it is subsequent} 
necessary to yo the internal ‘iliac artery the condition of the 
patient should have so improved that a major operation will cause 
‘little anxiety. 


It appears that the bacteriostatic action of penicillin ig go 
efficacious that in the near future, when supplies are available 
its routine administration, time and circumstances permitting, 
will abolish the bogy of infection from traumatic surgery, 


R. J. MCNEILL Love, M.S., F.R.CS, 


Severe Fracture-dislocation of the Spine 


This case is of considerable interest, as it shows a severe degree 
of fracture-dislocation of the spine in which practically com- 
plete recovery from paraplegia has occurred. Furthermore, 
the value of early suprapubic drainage is shown, as the restor- 
ation of bladder function was complete. It is also of interest 
in demonstrating how the spinal cord can escape damage in 
the presence of severe injury to the spinal column. 


Case History 


The patient, a W.A.A.F. 22 years of age, was admitted five hours 
after her injury. She had been riding in a transport vehicle on duty 
when it suddenly overturned and fell down a slope. She had 
immediate pain in the back, and felt weak. Also she had no power 
in her legs. She was taken to the nearest hospital, radiographed, and 
given morphine. She was then transferred. 

On admission the patient was pale, with a pulse rate of 100 and 
blood pressure 116/75; she complained of pain in the upper back 


and of pins-and-needles in both legs. She had no power in the 
legs and was unable to pass urine. General examination revealed 
the following abnormalities. The bladder was palpable 2 in. above 
the umbilicus. The knee-jerks, ankle-jerks, and plantar response 
were absent. Abdominal reflexes were normal. There was no move 
ment below the knees, and no movement of the left quadriceps. She 
could tighten her right quadriceps and slightly adduct both thighs. 
Sensation was normal down to the level of the eleventh thoraci¢ 
nerve supply. She was hyperaesthetic .to the. level of 
the twelfth thoracic nerve, and below it she had diminished sensation 
to pin-prick and touch on both sides; there was no sensation on 
sole of the left foot and left calf. Radiographs showed a sevett 
fracture-dislocation of the twelfth thoracic vertebra (see Fig). 
Treatment.—The patient was first treated. on a sorbo maittres 
which was discarded on the fifth day for a plaster bed, in which sl 
was more comfortable in every way, as small movements on @ 
mattress caused considerable pain. Suprapubic cystostomy 
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performed by Mr. Broster, under local anaesthesia, 29 hours after the 
injury. On the third day sensation was improving, but’ there was no 
motor recovery. She had a slight hacmoptysis and pyrexia due to 
injury of the jung, associated with fracture of the twelfth rib. On 
the fifth day open reduction was attem ted, but was abandoned on 
account of her very poor condition, due to her injured lung. 

laster bed was made and mounted at once in the theatre. After 
“ weeks she was moving all the muscles of her right leg and also 
the left toes. Up to this time attempts at open reduction were still 
contraindicated by her poor general condition. At the seventh week 


[inserted a graft, 5 in. by 1/2 in., from the tibia on to the right. 


side of the three spinous processes above the injury and to the left 
side of the lower three spinous processes. She was nursed for twelve 
weeks in a plaster bed on her face. At the eighth and ninth weeks 
foot pains were severe and were not controlled by morphine. They 
have not recurred since. Ve ; 
Exactly six months from the injury she was able to walk unaided 
nd without any instrument. On the same day the suprapubic 
catheter ‘was finally removed as bladder function was normal. The 
bladder had remained uninfected throughout. 

] should like to thank Mr. R. L. Broster for performing the suprapubic 

y and also Dr. Arthur Sunderland, Mr. Citron, and Mr. Beer for 

their great help in this case. Finally, the patient is greatly indebted to all 
the nursing and physiotherapeutic staff, especially to Sister Hopney for her 
telp and for the nursing which this difficult case required. 


E. H. Hamsty, M.B.,, B.S., F.R.C:S., 
Surgeon, E.M.S. ; Royal National Orthopaedic Hospital, Stanmore. 


Thrombocytopenic Purpura and Tooth Extraction 


‘The following case of dental extraction in a patient with 


thrombocytopenic purpura may be found of interest. | 


Case History 


The patient, a married woman aged 27, had been treated for 
grofuse menorrhagia when 15 years old. Several blood transfusions 
did not improve the girl’s condition, and finally in 1933 a sub- 
total hysterectomy was performed to prevent her dying from blood 


loss. 

She was first seen in the Dental Department of St. Nicholas’ Hos- 
pital, Plumstead, on June 22, 1944, with a note from an_ outside 
doctor requesting dental extraction and saying that the patient was 
a haemophiliac. She had complained of severe toothache for the 
last four weeks, the tooth involved being [8. There was a definite 
history of bleeding epee Arg bruises appear after insignificant 
traumata, and small cuts bleed for days. 

Haematological Findings.—June 26, 1944: R.B.C., 4,150,000 per 
cmm.; Hb 86%; C.1., 1.04; W.B.C., 8,000 per c.mm.—polymorph 
neutrophils 80%, basophils 2%, lymphocytes 15%, monocytes 1%; 
Tiirck cells 2%. Stained film, normal. Platelets, too few for accurate 
counting, but about 4,000 per c.mm. Hess’s capillary resistance test, 

itive; a good crop of petechiae. Coagulation time, 24 minutes 
(within normal limits); bleeding time, 154 minutes (normal 2 
minutes); Prothrombin time, 19.4 seconds (within normal limits). 
The patient belongs to Group O, and was found to be Wassermann- 
and Kahn-negative. 

In view of the above findings a condition of essential thrombo- 
cytopenic purpura was diagnosed. 

Management of Case-——-The woman was admitted to hospital on 
July 6. The next day, at 10 a.m., blood was collected from two 
Group O blood donors, to supply lacking platelets; normal blood 
transfusion was given. Immediately afterwards, at about 10.15 a.m., 
aslow intravenous drip transfusion was started with the fresh blood, 
found to be compatible. At 1 p.m. premedication, consisting of 


| omnopon gr. 1/3 and scopolamine gr. 1/150, was administered. At 


2.15 p.m. the patient was ready in the operating theatre, the intra- 


venous blood drip being continued. 5 c.cm. of pentothal sodium . 


(0.25 g.) injected into the rubber tubing of the blood-transfusion 
apparatus was sufficient to induce satisfactory anaesthesia. The 
tooth was extracted; it was carious and septic. The tooth socket 
was then lightly plugged with gauze impregnated in freshly prepared 
| ccm. stypven solution. A clot in the socket was seen to form 
about -5 minutes after extraction. No further bleeding from the 
gum occurred. At 4.30 p.m. the blood transfusion was stopped. The 
total quantity given was 800 c.cm. 

On the morning of July 8 the red cells numbered 5.140,000 per 
¢(mm., and the haemoglobin was aoe Stained film, normal; 
latelets, 82,000 per c.mm.; Hess’s capillary resistance test, positive 
but far less marked ; coagulation test, 1 minute 40 seconds; bleeding 
time, 3 minutes. 

The patient was discharged on July 9 after making a successful 
tecovery without further blood loss. When I examined her on 
July 14 her condition was still satisfactory. 


COMMENT 

Dental extraction in a patient suffering from thrombo- 
tytopenic purpura should be considered a major medical and 
surgical problem. Admission to hospital or similar institu- 
tion is essential, because it affords facilities for blood transfu- 
sion, general anaesthesia, and collaboration of dental surgeon, 
physician, and pathologist if necessary. . 

All haematological examinations were performed by Dr. Holman, ass 


to the Lewisham Group Laboratory. Dr. A* I. Suchecki’s assistance 
the physician in charge was invaluable in connexion with this case. 


James W. Wuite, L.D.S.Eng. 


Reviews 


ANAESTHETIC PRACTICE 


Fundamentals of Anesthesia: An Outline. Second edition. (Pp. 231; 
illustrated. No price given.) Chicago: American Medical Association Press. 


The authors form the Subcommittee on Anesthesia of the 
National Research Council of the U.S.A. Their names are 
already well known and respected in British anaesthetic circles, 
and this book confirms that they are men of wide clinical 
experience. Throughout emphasis is laid on those fundamentals 
of anaesthetic practice that make for safety. Barely a page 
but contains a pithy gem of wisdom worthy of hanging as a 
text in anaesthetic rooms. Two typical examples are: “ The 
good anaesthetist observes the whole patient, not just the head ”; 
and “ Noisy breathing is obstructed breathing, but obstructed 
breathing may not be noisy.” The illustrations, though com- 
paratively few for an instructional book, are all helpful: the 
diagrammatic ones in particular drive home their lessons with 
force. In the section on general anaesthesia the choice of a 
particular agent is rightly given second place to principles and 
method—a point of view as yet not fully appreciated in this 
country. In, the section on local anaesthesia, techniques of 
doubtful practical yalue, such as trans-sacral and sciatic nerve 
block, are included. These are hardly “fundamental,” and by 


‘their exclusion more space could have been devoted to pro- 


cedures which are of accepted utility, like regional anaesthesia 
for abdominal operations. Here and there geographical bias 
is suspected ; outstanding examples occur in the description of 
spinal anagsthesia. Heavy nupercaine, popular in this country, 
does not receive mention, and exception must be taken to the 
statement that the dosage of a spinal anaesthetic drug should 
be based on the weight of the patient. 

The style is didactic and dogmatic—all to the good in a 
book of this kind. The predilection for tabulation—reminiscent 
of the “synopsis” style of writing in this country—makes the 
reading a little difficult but does not detract from its value. 
Doctors who, without special training, are likely to be called 
on to give anaesthetics will find this book a friend ; the advice 
it gives is sound and can be followed with confidence. To the 
teacher of anaesthetics it shoufd have no less an appeal; he 
will find in it many an aphorism that will delight and benefit 
his pupils. In addition it provides a concise and pithy summary 
of current American views on anaesthetics. 


MEDICAL DISEASES OF WAR 


Medical Diseases of the War. By Sir Arthur Hurst, D.M., F.R.C.P. 

Fourth edition. (Pp. 511; illustrated. 21s.) London: Edward Arnold 

and Co. oA 
A book which attains four editio.ss during the war has thereby 
proved its value, and stands in little need of commendation. 
from us. Having reviewed the third edition comparatively 
recently (1943, 1, 321) we will confine our remarks to certain 
new features. Infective hepatitis is now the most important 
infection in the British Army, presumably due to a virus 
conveyed by droplet infection, sometimes by those suffering 
from subclinical attacks. Biopsy proves that it is a true 
hepatitis, the extensive necrosis found post mortem being due 
to subsequent autolysis. A curious feature is the ravenous. 
appetite which may follow the initial anorexia. Stress is laid 
on the sensitivity of the liver to alcohol after an attack, and 
total abstinence for. at least a year is urged, for even moderate 
amounts are liable to cause cirrhosis. Readers of this Journal 
are aware that Sir Arthur Hurst had very definite views on 
sciatica, and will not be surprised that the chapter on this 
subject has been written in his. best controversial style. The 
introduction of sulphaguanidine has changed the treatment of 
bacillary dysentery, and attention is called ‘to the fact that the 
intestinal lesions are not caused by fhe local action of the 
bacilli but by theig toxins absorbed by the colon. Therefore 
the former treatment was to wash these out by salines as 
quickly as possible, and to neutralize them after absorption 
by antidysenteric serum. Now, however, as one can prevent 
the formation of toxins by destruction of the bacilli by chemo- 


therapy, salines are unnecessary, though serum is still useful 
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the author’s personal interest in this agént. As heretofore, the book 
is well produced and illustrated, and should without question be 
read and consulted by eyery anaesthetist. 


The Substance of Mental Health, by Dr. GEeorGE H. PresTON 
(Jarrolds, Ltd.; 3s. 6d.), is an excellent little book designed for the 
layman, especially those concerned with the upbringing of children. 
Its great merit is that it is almost exclusively concerned with health 
and not with illness; in fact, mental disease is scarcely mentioned 
except, curiously enough, in the chapter entitled “‘ What is Mental 
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if toxaemia is established or even in a mild case which persists Health? ” The author is well versed in modern psychologica 
p Dsy gical theory 
more than three days. The fourth article to be rewritten is but refreshingly avoids the reduction of everything to terms of sex. 
a valuable one on dermatophytosis, which replaces the one Yet sex and sex difficulties are given their proper importance, ang 
on seborrhoeic conditions. Like its predecessor, it is from the ‘he chapter on. sex education is eminently sane. He holds that the 
pen of Dr. H. W. Barber. Particularly important is the recog- tal health are: affection: in thy 
nition of this condition between the toes, often caught b BR 
g Y be deserved, though he rightly remarks that undeserved withholding 
walking with bare feet on the floor of swimming-baths and of praise and encouragement does more harm than giving praise 
changing-rooms. It may be responsible for two complications, where it is undeserved; and consistency in the sense of fr 
eedom 
the source of which may be overlooked. These are recurrent from rapid frequent unpredictable change. His fnal paragraph’ js 
lymphangitis, which if unchecked may go on to a form of worth quoting: These are the simple rules which seem to offer the 
elephantiasis, and an allergic reaction, which may express itself 
in a vesicular eruption on the lateral aspects of the fingers. than “me.” (2) Avoid the use of belittling, shame, or ri dicule — 
so that the child may believe that he is worth while and capable 
RADIOLOGICAL LITERATURE OF 1943 of and to use 
S praise. each values and meanings which relate to the actual 
Fir, MD. world in which the child lives. Be consistent; stiek to a method 
edited by Ira I. Kaplan, M.D. (Pp. 456; illustrated. $5.00.) Chicago: which is yours, and do not try to be an omniscient saint.) Me ! 
The Year Book Publishers, Inc. (4) Encourage independence and responsibility rather than obedience, } three 
Once again a review copy of the Year Book of Radiology comes (5) Remember that if you train a child properly you should lose 
to hand, with its wealth of information about the radiological him. Then your job is done and done well. aig 
by the . A pamphlet headed Problems of Scientific and Industrial Research 
almost exclusively from American, fas been published for Nuffield College by the Oxford University | the © 
South American, and British journals. As before, the book Press at 2s. This statement, which runs to about 60 pages, is the pouni 
is in two sections: the diagnostic, occupying 272 pages, and  oilitcome of two private conferences held under the auspices of 
the therapeutic 175. Nuffield College in January and April, 1944, and embodies. the other 
In the chapter on the osseous system there , are accounts broad conclusions reached. It bears 92 signatures, including those for th 
of a number of papers of interest, including cases of R dreds 
agate diagnosed = wlero, chondro-osseous dystrophy Peters, and John A. Ryle. The signatories do not hold themselves} was | 
with punctate epiphysial dysplasia, Maffucci s syndrome, and committed to every particular, but they support strongly the general had 1 
Cooley’s anaemia. Note is taken of Hartley’s work on fatigue tenor of the recommendations in this statement and associate them, 
fractures, and cases are reported of Jungling’s multiple cystic selves with its underlying attitude as a contribution to current] 4 SUC 
tuberculosis, and coccidioidal infection of bone. In the discussions of post-war economic and educational policy. 4 nat 
respiratory tract two items of technique are described. Shapir 
Bell the imporiance of vertical radiography in seventh A Synopsis of the s 
as “Jameson an arkinson,’’ appeared in wi G:.'S3 
to differentiate pathological widening of the mediastinal shadow Parkinson as sole author. An eighth edition (J. and A. Churchill; oo 
from postural. An apparatus for this is described. The other 25s.) has become necessary by reason of the large amount of informa- sulph 
is an account of Farina’s work on “mucosography” of the tion gathered and sifted under the stimulus of wartime conditions.§ eonn 
larynx, trachea, and bronchi, his method being to introduce Dr. G. P. Crowden is named on the title-page as author of the ulph 
a vaporized spray of neoiodipin into the laryngeal vestibule. section on personal hygiene, and Col. Parkinson in his preface} % 
Further items of topical interest in this section are accounts differ 
- atypical Ses wig and blast ayers of the lungs. In the administration and the collection of Vital statistics, is preceded by defin 
eart section there are two articles of interest on cardio- 4 brief summary of the Government’s proposals for a National} logic 
angiography and four on venography. In the gastro-intestinal Health Service. The section which has needed most revision is that} jimitg 
section there are accounts of m&ny unusual cases, and a valuable on prevention and control of disease. This book has now been 
study of the small intestine in infants and children by Zwerling before the medical public for 24 years and it has by no means} at be 
and Nelson. The important work of Pendergrass and his outstayed its welcome. effect 
collaborators, on hypersensitivity to contrast media for intra- Many facts riot generally known or understood concerning com§ work 
venous pyelography, receives due mention. _ temporary religious history are summarized in Man Power in the meta} 
Again in this edition we find a comprehensive survey of the Twentieth-century Church, by Canon J. McLeop CAMPBELL, general 
year’s publications on radiotherapy. As in past years the secretary of the Missionary Council of the Church Assembly, which shoul 
annual is indispensable to those who wish to keep themselves is published from 2, Great Peter Street, Westminster, S.W.1, Price} struct 
au fait with current radiological work. -Would that copies were 28: 6d. The book officially ‘continues the series of Unified State} |” 
obtainable in this country ; but H. K. Lewis and Co. have been ™ents of the Needs of the Church Over-seas, and includes a chaptayy '*"’ 
notified that it is already out of print. 
type 
P i d Applian 
reparations an ppliances emba: 
Notes on Books The 
We have received the fifth edition of Recent Advances in Anaes- ' and t 
thesia nd Analgesia, by Dr. C. Lancton Hewer (J. and A. HOLLOW NEEDLE FOR REPAIR OF PERINEUM ie 
Churchill; 18s.). That this book satisfies a need is shown by the fact : ites: T1OC 
th t it is only a year since the last edition was published. It is all Dr, Laven: (Kinsley, ar. where 
the more remarkable that in spite of this short interval of time so Recent correspondence has prompted me to give a brief description 
much new work has appeared. Included are such interesting develop- Of a method I have used for some years in repairing the perineum Mm) arrest 
ments as a laryngoscope based on a new conception of laryngoscopy, general practice. In spite of what is said by the few, the - This « 
the production of general analgesia by the inhalation of ethyl "emains that the vast majority of small perineal tears are repal ) 
chloride or by the intravenous injection of dilute procaine, the V&TY efficiently and satisfactorily without an anaesthetic and half} cellulz 
new improved absorber for controlled respiration, pethidine, and the equipment of a hospital. 11 corse and s 
continuous caudal analgesia. Trichlorethylene seems to be given a I had made for me by Messrs. Thackray of Leeds a full c ant than 1 
disproportionately large amount ‘of space. This is possibly due to hollow needle with a flat finger-grip at one end. This is sharp 


of no greater dimensions than an ordinary intravenous needie. Whel} che 
the needle has been passed through both edges of the tear #8 
threaded from the base and the end seized as it emerges from thy rmec 
point; the needle is then withdrawn and the stitch tied off. Thett Wood 
is no tugging of the double gut through the needle puncture, and and 
patients who have suffered the old method are loud in its praise f sl 
painlessness. _  peury s 
‘The use of hollow needles for suture is not new, but its applicatie comp: 
in this respect does not seem to have occurred to many, ; 
commend it. 
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RATIONAL PHARMACOLOGY 


) The study of chemotherapeutic agents has passed through 
three stages. The first was purely empirical, with the dis- 
covery of the antimalarial action of quinine as its main 
achievement. The next stage may be called semi-empirical : 
the German method initiated by Ehrlich was to take a com- 
pound, which owing to its staining properties or for some 
other reason might be supposed to have a lethal affinity 
for the microbic cell, and to vary its structure through hun- 
dreds of permutations until the desired therapeutic effect 
was obtained. Hence the use of numbers—which have 
had many successors since 606—by which the position of 
a successful drug in a laboratory series is translated into 
aname. It was thus that prontosil was discovered, and 
the same method, involving the synthesis and rejection of 
thousands of other compounds, has produced: the other 
sulphonamides in use to-day. During this time, and in 
connexion with many other antimicrobic agents than the 
sulphonamides, as well as with substances having altogether 
different biological effects, a constant aim has been to 
define relationships between chemical structure and bio- 
logical activity. In so far as this is possible it defines and 
limits the field of further exploration by this method, and 
at best may point to the mechanism by which the desired 
effect is obtained. Ideally it would be far preferable to 
work in the reverse direction, arguing that a particular 
metabolic process essential to the life of the microbic cell 
should be arrested by a compound with a certain chemical 
structure ; it should then be necessary only to synthesize 
that one compound to verify its effect experimentally. This 


‘| has in fact now been done in several instances, and is the 


type of achievement to be expected in the third of the 
stages referred to, upon which we now appear to be well 
embarked. 

The essential difference between the methods of 1908-40 
and those which are possible to-day is that in the earlier 


| period the mode of action of the drug was unknown, 


whereas we now recognize that chemotherapeutic agents 
arrest specific metabolic processes in the microbic cell. 
This concept of throwing a spanner in the works of intra- 
cellular metabolism—or, conversely, of oiling the machinery 
and so improving its work—has much wider applications 
than those involved in bacterial metabolism and hence in 
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jjchemotherapy, but so far as this one aspect of it is con- 
cerned the door was opened by the studies of Fildes and 
Woods on the antimicrobic action of mercury perchloride 
and sulphanilainide respectively. Fildes proved that mer- 
(cury salts arrest bacterial activity by combining with -—SH 


and #°Mpounds, which are essential metabolites for all bac- 


teria, and that their effects can be neutralized by furnishing 
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such a compound in excess. Woods at the same time found 
that the effect of sulphanilamide on streptococci was due 
to competitive inhibition of an enzyme reaction in which 
p-aminobenzoic acid is utilized ; this previously unrecog- 
nized factor is essential for the growth of certain bacteria; 
and these, of course, are the bacteria upon which sulph- 
anilamide exerts its action. The effect of these discoveries 
on the theory of chemotherapy has been far-reaching ; it 
is now accepted that all drugs having an aniimicrobic 
action in vivo must act by some such mechanism, although 
in many cases it has yet to be identified. The best example 
of the deductive method it offers for arriving at new thera- 
peutic agents is to be found in the work of Mcllwain and 
Hawking,’ in which pantoyltaurine was postulated on 
entirely theoretical grounds as an antagonist to panto- 
thenic acid, which is an essential growth factor for many 
pathogenic bacteria, and found both in vitro and in vivo 
to have the expected action. 

These are some of the matters involved in a discussion 
on modes of drug action which occupied the Faraday 
Society at a remarkable meeting, of which it is fortunate 
that a full report has been published.* A recent number of 
the British Medical Bulletin,’ the purpose of which is to 
carry news of British achievements in medicine to many 
distant parts of the world, also contains admirable sum- 
maries of the main papers at this discussion. The new 
attitude to antimicrobic agents is reflected in the approach 
to antimalarial and trypanocidal drugs, and inquiry into 
the intimate mechanism of biological effect is carried into 
the sphere of narcotics and cerebral stimulants, and even 
insecticides and carcinogens. The outstanding new con- 
ception in this symposium, which is also the main subject 
of a more recent paper by Mcllwain,‘ is the dependence of 
biological effect on interference with vital enzyme systems. 
Mcllwain defines five modes of such action, in connexion 
with all of which various substances either maintain normal 
function or disturb it ; these substances vary from sulphon- 
amides and alkaloids to vitamins and hormones. Any- 
one who reads this series of papers may justifiably take 
some pride in the fact that their contributors could’ be 
fouftd in a single country which has been nearly five years 
at war. 


EARLY DAYS AT JOHNS HOPKINS 


The well-known Sargent portrait ““‘ Four Doctors *—Osler, 
Welch, Halsted, and Howard Kelly—serves as a reminder 
of the great good fortune of Johns, Hopkins Hospital in 
obtaining such remarkable mien for its original staff. 
Indeed the very brilliance of the quartette has tended 
to. cast into the shade the careful and prolonged plan- 
ning on which that institution was founded at Baltimore. 
This is corrected by the Chronicle of the Johns Hopkins 
Hospital and University School of Medicine,’ of which 
the first volume has now appeared. The founder’s unusual 
Christian name was the surname of his great-grandmother. 
Johns Hopkins was a Quaker, and, the Society of Friends 
having strong objection to the marriage of first cousins, 


2 Lancet, 1943, 1, 449. 

2 Trans. Faraday "Soc., 1943, 39, 319. 
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he was unable to marry his only love, and so remained a 
bachelor all his days. He amassed wealth and, having 
no one to whom to leave it, decided to devote his money 
to the foundation of a university and hospital. In August, 
1857, charters were granted and twelve trustees appointed, 
chiefly personal friends and Quakers. ‘Throughout he was 
insistent that the two institutions were to be closely linked, 
a policy to which the trustees have strictly adhered. 
Beyond clearing. the site for the buildings little could 
be done until the death of the founder in 1873, when funds 
became available. There was much discussion about the 
ype of building, and Dr. J. S. Billings strongly advised 
the “pavilion” pattern, then a novel idea. He became 
chief adviser to the trustees, and, in addition to his work 
in the Surgeon-General’s office, where he initiated the 
Index Medicus, he helped greatly at every step of the 
project. Daniel Gilman proved to be a happy choice for 
the first President of the University, which was opened 
in 1876 by T. H. Huxley, who in his inaugural address 
insisted on the importance of a grounding in the prelimi- 
nary sciences before the student entered on specifically 
medical studies. This is an attitude which has been 
faithfully maintained, together with the study of modern 
languages and philosophy—admirable adjuncts. The stan- 
dard set was avowedly high. From the first Billings 
had in view the training of researchers and a school for 
nurses. Unfortunately, due for. the most part to financial 
setbacks, twelve years were to elapse before the hospital 
could be opened, but the school for preliminary studies 
started before that. Remsen was appointed professor of 
chemistry, while Newell Martin, who had been Michael 
Foster’s assistant at Cambridge, took charge of the bio- 
logical sciences, and quickly attracted a number of 
research workers who were destined to-leave their mark 
on American medicine. But his health failed early in life 
and he had to retire in 1893, just as the scheme was 
approaching completion. In 1884 W. H. Welch was 
appointed professor of pathology, to the great benefit both 
of the school and of that science. It-is interesting to 
read that unsuccessful attempts were made to attract first 
Lauder Brunton and then Matthew Hay to the chair of 
pharmacology. Owing to the delay in opening the hos- 
pital, members of the clinical staff were not appointed till 
1888, when Osler became chief physician and professor 


of medicine. No happier choice was ever made, and the ° 


suggestion came from Welch. Five months ‘later Halsted 
was made acting surgeon, but was soon promoted to sub- 
stantive rank with a professorship. He was a fine scientific 
investigator rather than an attractive teacher. The quar- 
tet was completed by the appointment,-at Osler’s recom- 
mendation, of Howard Kelly as gynaecologist. In 1889 
postgraduate classes were started despite some opposition. 

The curiously piecemeal stages in the evolution of Johns 
Hopkins were due to the fluctuating income from the trust 
fund, and even by 1890 there seemed little prospect of a 
complete undergraduate medical school. Then a group of 
Baltimore ladies came forward with,an offer of $100,000, 
on the condition that women should be admitted on equal 


terms. The most generous donor was Miss Mary Garrett, 


who altogether gave rather over $350,000. But she laid 
down her terms in no uncertain manner, being insistent 


that a high standard should be exacted from entrants: 50 beas 1 
much so that Osler said : “ Welch, it is lucky that we gal ate 
in as professors; we could never enter as students}*} In 
However, finally all was settled harmoniously, and the staff 
was completed by the addition of J. J. Abel in charge of (9. 
pharmacology, F. P. Mall anatomy, and W. H. Howell 
physiology. All was set fair for the complete university, 
medical school, and hospital by 1893, which brings the 
first volume of this history to a conclusion. ° : 
It is indeed a remarkable story, which needed telling, |i 
and Dr. Alan Chesney has told it attractively, even if his 
loyalty has perhaps sometimes made him rather too dis. 
creet. If Johns Hopkins has not retained its initial pre. 
eminence this is as much due to the rise of other instity. 
tions as to any decline in itself. Many distinguished men 
have added to its lustre—too many to mention individually, 
We are left with a vivid impression of the far-sighted muni- 
ficence of the founder and Miss Garrett, of the skilful 
planning of J. S. Billings, and the diplomacy of Daniel! 
Gilman. But the success of their plans was dependent 
on the two great creators of the prestige of the medical 
school—W. H. Welch and William Osler, 


CONTROL OF OEDEMA IN BURNS 


The exudation of fluid into burnt tissues is significant for 
two reasons : first, it is an important cause of shock ; and, 
secondly, its persisterrce delays healing and return of func- 
tion. Much can be'done by intravenous replacement to 
counteract the effects of fluid loss, but measures to pre- 
vent it have been disappointing. Experimental evidence 
of the value of such measures is welcome, even if their 
use in clinical work is difficult. Sellers and Willard! found} lf @ | 
it possible to prevent swelling by the application of plaster- | of om 
of-Paris immediately after burning. Their experiments trainit 
were done on dogs burnt on the legs by immersion in hot} 4d 8 
water. The legs were at once encased in plaster bandages schoo! 
without pressure. If the casts were removed at 24 hours} /ames 
the legs looked normal, but soon swelled like the controls} road 
At 48 hours they swelled less, and at 72 hours hardly at} = P. 
all. The most striking effect of this treatment was the| "iat. 
reduction of mortality, 20 of 38 controls dying, but only§ # st 
2 of 36 treated dogs. That the reduction in mortality was} id S 
due to inhibition of fluid loss was suggested by studies of histori 
haemoconcentration, which was fully controlled when the filth a 
extent of the burn allowed complete covering with plaster} Sl, bu 
and slight only in more extensive burns. In other experi} lived 

ments the authors studied the effects of cooling combined} Make 
with external pressure by fitting double rubber sleeves to] Misted 
the burnt legs through which cold water was Circulated at] Pariso 
measured pressures; the purpose of the cooling was to far fre 
reduce metabolism and local toxin formation. As in thejamd di 
“ plastered” animals, mortality and haemoconcentration| ¥hen, 
were reduced, but apparently not so effectively. Although Chadv 
plastering fully controlled the swelling, bloody diarrhoea{ (pinio 
and haematuria were observed in both treated and control} Writes 
animals, being, however, more severe in the latter. It future 
both groups, too, haemolysis appeared in blood samples} *hat | 
within an hour of burning. These findings were taken as} Produc 
evidence for the existence of other factors in burn shock}questic 
than fluid loss, although the results of their experiment}With } 
point to the predominant importance of this factor. Thé}! liste 
fact that no better results were obtained by combininjfous ; 
cooling with pressure might suggest that toxin formatiog’® hau 


1 Canad. med. Ass. J., 1943, 49, 461. 
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nts ; $6 fgas not important, but it is not clear that the rubber sleeves 
we got {controlled fiuid loss as efficiently as plaster. 
ents!”} In all these experiments treatment was started immedi- 
he gely after burning, and it is known that the fluid loss is 
staff very rapid, about 50% occurring in the first 30 minutes. 
ree of Herein lies the difficulty of the clinical application of such 
Howell methods. Bearing on this point is the work of Rossiter, 
VeTSity, faho has also devised experiments to show that oedema can 
188 the Ihe controlled by pressure. He has applied his methods in 
gall animals both immediately after burning and at an 
terval of three hours, and although, as is to be expected, 
-e p: the immediate application is the more efficient, his animals 
sis his yeated at three hours showed much less oedema than 
se dis- gntrols. His experiments were not concerned with mor- 
al pre- glity, most of the animals being killed after short intervals. 
institu} We cannot say to what extent the results obtained by 
sd men | Sellers and Willard were dependent on the time factor. 
idually, | Although external pressure is not easily applicable to 
{ munj- |uman burns, it would seem to be more rational than 
: plaster for cases in which treatment is delayed until oedema 
skitful has formed. There are few parts of the body to which 
Daniel | pressure 1S easily applied except the limbs, and it must be 
endent | noted that in the experiments described the authors were 
nedical | shle to adapt the burns to the apparatus devised for their 
treatment. The application of controlled pressure to human 
burns is likely to require much supervision and can have 
little place in the treatment of war burns. At present 
| the fear of embarrassing the circulation rules out the use 
of plaster, at least until the patient is under continuous 
observation in hospital, and by that time it will be too late 
ant for} prevent oedema. There seems no doubt, however, that 
<3 and, f the control of oedema is desirable, and that if a safe and 
f func- § practicable method could be devised it would mark a great 
nent to j advance in treatment. 
to pre- 
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found | If @ medical man expressed the opinion that the wisest 
plaster- | of our authors have been those who had received a medical 
riments | "aiming, to cite Locke, Arbuthnot, Holmes, William James, 
. in hot} 2nd Bridges might not be a sufficient defence of an “ old 
sndages} Shool tie” partiality. We recall, however, a remark of 
4 hours} ames Payn that he found the conversation of doctors 
ontrols:| reader minded than that of other professional men ; Prof. 
rdly at} P. Cathcart’s pamphlet Communal Health illustrates 
vas the} What Payn meant. Prof. Cathcart first describes sine ira 
ut only} # studio the sanitary conditions of great cities in England 
lity was and Scotland a hundred years ago. He does not, as some 
idies of} listorians do, leave it to be inferred that the unspeakable 
hen the} flth and squalor recorded in the quotations were univer- 
- plaster ul, but carefully indicates that many working-class people 
experi-| led tolerable, even happy, lives. He does, however, 
ymbined| Make it quite clear how great a mass of preventable evil 
eves to} existed, and that a toll was taken of human life, in com- 
lated at] Parison with which the sufferings of these evil times, though 
was to} ar from trivial, are small in point of numbers of deaths 
s in the}amd death, rates. Next he describes the change effected 
ntration} When, at long last, the views of social pioneers—the 
ithough|Chadwicks, Simons, and Shaftesburys—became public 
arrhoe{ pinion. Finally he turns to the future. Prof. Cathcart 
control} Writes at some length on two major uncertainties—the 
ter. Injfture of the birth rate and the use of leisure; on each 
samples|What he has to say is wise. If, as he holds, refusal to 
aken a§|produce children is due to malaise of the spirit, these two 
n shock}questions are interrelated. Why should any human being 
sriment}¥ith Macbeth’s view of life bring into the world others 
wr. The} listen to a tale told by an idiot? One’s work is monoto- 
mbiningjaous ; the only joy in it is to have work at all, and that 
rmatio§® haunted by a fear of unemployment; one’s leisure 


1 Craig and Wilson, Ltd., 70, Bath Street, Glasgow. (Is., 
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becomes monotonous too—the pictures, the dogs, football 
arenas, and not much else. Such was probably the view 
of a great many young married men between 1920 and 
1939. Much can be done to remedy the fear of unemploy- 
ment and improve. the conditions of work no longer pre- 
carious so that they will command the unanimous approval 
of the population concerned. But to make leisure less 
monotonous, to free millions from dependence on pro- 
fessional entertainers, to enable them to amuse themselves, 


“is a matter of education, and (as Prof. Cathcart points out) 


we cannot force people to learn the best use of leisure ; our 
people are not German sheep. “ But we can see to it 
that every means is employed to discover the causes and 
to restrict the opportunities for misspent leisure.” This 
pamphlet deserves wide circulation. 


CAROTINAEMIA AND HYPERVITAMINOSIS A 


Clinical carotinaemia, due to excessive consumption of 
foods rich in carotene, the precursor of vitamin A, is well 
known.! It is characterized by xanthosis of the skin, some- 
times by yellow cutaneous nodules rich in carotene, and 
by a raised serum carotene. It occurs in patients suffer- 
ing from diseases associated with hyperlipaemia, such as 
diabetes, nephrosis, and hypothyroidism. Generally speak- 
ing, this carotinaemia is symptomless, although loss of 
weight, asthenia, and hypotension have been reported.” 
Such symptoms may be due not to carotinaemia per se 
but to associated conditions or even to inadequate diet, 
since foods rich in carotene are mainly vegetables. On 
the other hand, information on hypervitaminosis A, a con- 
dition resulting from excessive intake of vitami+ A, is 
scanty. Josephs* has now published a report on a case 
of hypervitaminosis A in a boy of 3 who was given a tea- 
spoonful of halibut-liver oil (containing about 240,000 i.u. 
of vitamin A) daily from the age of 2 months. The child 
developed an abnormal liking for the oil, so much so 
that on occasion he drank it from a bottle in almost un- 
limited amounts. The hypervitaminosis A that ensued was 
characterized by hepatomegaly, splenomegaly, hypoplastic 
anaemia, leucopenia, increased serum vitamin A and lipids, 
advanced skeletal development, clubbing of the fingers, 
and sparse coarse hair. Most of the symptoms cleared 
promptly on discontinuing the halibut-liver oil. It has 
long been known by explorers that bear's liver has toxic 
properties if eaten by human beings, the symptoms being 
vomiting, drowsiness, irritability, severe headache, and 
exfoliation of the skin. Tests on rats by Moore and 
Rodahi* suggest that this may be due to its high vitamin A 
content. 

Why should an abnormal intake of carotene be relatively 
harmless, yet the vitamin itself give rise to toxic symptoms ? 
Increasing the dietary intake of vitamin A beyond a certain 
optimum increases the amount stored, but it is usually not 
possible to push the level of the vitamin in the blood 
above a normal maximal value except for a few hours. 
There is probably a mechanism for the maintenance of 
the level of vitamin A in the blood within certain limits. 
It may be significant that this mechanism exists in the case 
of vitamin A, which can have toxic effects, and not in the 
case of its precursor, carotene, which is relatively harm- 
less. Another protective mechanism is the storage of 
vitamin A in the liver, where it seems to be harmless. It 
is not the total amount of vitamin A stored in the 
body that determines the onset of toxic symptoms but 
the presence of quantities large enough to overwhelm the 


1 Almond, S., and Logan, R. F. L., British Medical Journal, 1942, 2, 239. 
2 Sequeira, J. H., Brit. J. Derm. Syph., 1937, 49, 69. 

8 Amer. J. Dis, Child., 1944, 61, 33. 

4 Biochem. J., 1943, 37, 166. 
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capacity of the liver to remove it from the blood.’ It is 
eereey possible to raise the storage in the liver to high 
levels, and no symptoms of intoxication follow unless the 
daily consumption is raised above the “ toxic” level. In 
the removal of vitamin A the cells of the reticulo- 
endothelial system play a primary part, particularly the 
Kupffer cells of the liver.*’ There is no danger of clinical - 
hypervitaminosis A if vitamin A, or concentrates con- 
taining it, are prescribed in therapeutic doses. Josephs’s 
patient received 240,000 i.u. daily—a truly excessive dose: 
—for about three years. The optimum daily requirements 
are from 1,500 i.u. daily for the infant to 8,000 i.u. for the 
nursing mother. 


SOME CAUSES OF STERILITY 


Interest in human sterility and infertility has been much 
intensified in recent. years, and is by no means confined 
to the medical profession. Alarm is felt by many at the 
decline in the birth rate, and, although much infertility 
is undoubtedly voluntary, there are many marriages in 
which the desire for a child remains unfulfilled. The 
problem is complicated by the many factors, involving 
both partners, which may be responsible. Sharman* has 
recently published a careful study of 500 cases of primary 
sterility, and, though he does not claim that this is in any 
way a comprehensive survey, he presents much new material 
and some contrary to orthodox teaching. In describing 
the results of tubul insufflation with gas, he stresses the 
value of the kymographic tracing, which} he has found, 
is relatively constant for the same patient even over several 
months and at different times in the menstrual cycle. An 
increase in tubal peristalsis is observed at about the time 
of ovulation. Anaesthesia has little effect on the tracing. 
An isolated tracing indicating apparent non-patency is not 
necessarily evidence of tubal occlusion. Hystero-salpingo- 
graphy with lipiodol only occasionally reveals the patency 
of tubes thought to be occluded on the evidence of gas 
insufflation. Interpretation of x-ray films obtained by 
lipiodol hystero-salpingography is often difficult ; the main 
advantage of the method is that where tubal occlusion is 
found the film may indicate the site of blockage. 
Histological examination of the endometrium in patients 
in the premenstrual phase revealed anovular menstruation 
in 6.4% of 358 patients so examined. A further and more 
striking finding was the presence of unsuspected tubercu- 
losis of the endometrium : in the first series of 392 patients 
tuberculosis was found in 5.1%, and in a later series in 
5.3% of 883 cases. Tuberculosis of the endometrium, with 
or without involvement of the tubes, is probably commoner 
than is generally realized. This is certainly the opinion 
of Sutherland,’ who published the results of the histological 
examination of over 5,000 samples of endometrium and 
of 864 uteri. He found tuberculosis of the endometrium 
in 1.1% of endometria removed by curettage and in 1.4% 
of the uteri examined. Twenty-four of the patients with 
this form of tuberculosis complained of sterility, and in 
20 the tubes were occluded. Bacteriological confirmation 
was obtained by guinea-pig inoculation: 10 out of 16 
inoculations were positive. All this suggests that sub- 
clinical tuberculosis of the female genital organs is a not 
uncommon cause of sterility. The finding of anovular 
menstruation and unsuspected tuberculosis in cases of 
sterility—the two accounting for over 11% of the patients 
in Sharman’s series—makes it clear that endometrial biopsy 
is an essential part.of the investigation of these patients, 
Congenital occlusion of the tubes is, in his opinion, un- 


6 Davies, A. W., and Moore, T., Biochem. J , 1934, 28, 288. 
6 Popper, H., and Brenner, S., J. Nutrit., 1942, 23, 431. 

7 Lasch, F., and Roller, D., Klin. Wschr., 1936, 15, 163 

8 J Obstet. Gynaec. Brit. Emp., 1944, 51, 85. 

® Ibid., 1943, 59, 161. 


common—a view based on the examination of unmarried with 
women and on tests for tubal patency carried out pos} #U" 
mortem in female infants and young children. Sha into 
believes it is unusual for the gonococcus to reach the Fat thera 
lopian tubes, and that occlusion from this cause is unlikely} 6 
in the absence of palpable thickening of the tubes But) 2 
subclinical tuberculosis he considers a common cause of of fe 
occlusion. diffu 

Out of 409 patients treated for sterility 28.3% becamel Thes 
pregnant. Of the remaining 293 sterile marriages there| PS 
was some factor which made pregnancy unlikely or impo} ® di 
sible in 52%. In no case of tuberculosis or of azodspermia) Me™ 
did pregnancy result, and in the cases of anovular menstry. mark 
ation only two women who had received treatment became but t 
pregnant. In 141 cases, or 48% of the 293 sterile map| © 
riages, no cause for infertility could be found. Sharman distit 
comments that opportunities for coitus, restricted by separ: ight 
ation of the partners owing to the war, may arise at ap cirrh 
infertile period in the menstrual cycle and so in some cases deter 
result in a physiological infertility. has | 

Sharman’s paper is an important contribution to the G 
problem of sterility. The high incidence of uterine tubercy.) 
losis is probably the most striking finding, and it will be} ¥%! 
interesting to know if this is a purely local Phenomenon, betw 
limited to the Glasgow area, from which presumably most the | 


of the patients in this series were drawn. ~ 
hepa 
HEPATIC INJURY 


Lipotropic substances prevent or control the deposition o 
fat in the liver. This group of biologically active agen 
has been extensively studied since Hershey’s' descriptio 
in 1930 of the prevention of fatty livers in depancrea- expe 
tized dogs by feeding with lecithin. Hershey, Best, and level 
Huntsman’ later showed that lecithin could be replaced] pave 
by choline. In 1935 Channon and Wilkinson’ described{ ’ rich 
the lipotropic action of casein, and the anti-lipotropic effect} The 
of cystine. Two years later Tucker and Eckstein* demon- com| 
strated that the effect of casein was due to its contained supp 
methionine. More recently ‘du Vigneau® and his asso} tere, 
ciates have demonstrated the importance of methionine cysti 
in the biosynthesis of choline by transmethylation. hk 
seems probable that this group of lipotropes are linked 
together and that all are intimately concerned with the injur 
supply of choline for phospholipin synthesis. Other lipo-{ char 
tropic substances have been described, such as lipocaic gene 
by Dragstedt® and inositol by Gavin and McHenry.’ The} be 5 
lipotropic action of these substances can be distinguished} affoy 
in various ways from the ¢holine group, but their mode olog 
of action is at present unknown’ McHenry* has shown 
that thiamin and other members of the vitamin-B complex 
have a marked effect on fat deposition in the liver. Exter- 
sive fatty deposition in the liver did not ocgur in rats fed 
a choline-free diet if the thiamin in the diet was also 
deficient. 

This extensive investigation of lipotropic substances 
obvious importance in the study of fat metabolism, but 
Gyorgy and Goldblatt® have shown that it may have aa 


eclar 


tain 


The 


Ww 
even wider significance. These workers found that hepatic opt 
injury superimposed upon fatty infiltration could be irregt- : 
larly produced by dietary means. Gy6rgy,'° in a recent a 
publication, has described further experiments on rats, it} i. 
which he was able regularly to produce hepatic injury . tt 

1 Amer. J. Physiol., 1930, $3, 657. tio 

2 Ibid., 1932, 101, 7. a 
3 Biochem. J., 1935, 29, 350. , | ment 
4 J. biol. Chem., 1937, 121, 479. : 

5 Ibid., 1940, 134, 787. this 
6 Amer. J. Physiol., 1936, 117, 175. led 

7 J. biol. Chem., 1941, 139, 485. et 
8 J. Physiol., 1937, 89, 287. — 
9 J. exp. Med., 1939, 70, 185. 
10 Amer. J. clin. Path., 1944, 14, 67. 


“A 
— 
_ 
i 
ag 
3 
4 
J 


HEPATIC INJURY 


BritisH 347 


JOURNAL 


eS a diet deficient in lipotropic factors. The hepatic 
injury was prevented by the introduction of lipotropes 
fn Post into the dict, and investigations are proceeding into the 
a therapeutic use of lipotropes once hepatic injury has been 
© Fat established. Preliminary studies of this aspect of the work 
re gre encouraging. The changes in the rat livets consist 


cause of of fatty infiltration (and sometimes fatty degeneration), a 


These changes resemble those seen in many types of liver 
Rey poisoning. such as that due to carbon tetrachloride ; but 
a there in dietary hepatic injury the distribution is not so uniform, 
Pier: haemorrhage is greater, and fatty degeneration usually less 
'spermia marked. The necrosis is as a rule central or mid-zonal ; 
— put the cirrhosis is periportal, and the final picture is similar 
il io that seen in Laénnec’s cirrhosis in man. The only real 
mei distinguishing point is the presence of pigment globules of 
Sharman light yellow or greenish-yellow coloyr in the “ dietary ” 
key cirrhotic livers. The nature of this material -has not been 
wei determined, but it is probably a lipo-protein substance and 
has been termed ceroid” by Lillie."' 
Gyérgy draws attention to the similarity of the changes in 
these experimental animals to pathological changes in‘man. 
While there is obvious danger in drawing a direct analogy 
between dietary cirrhosis in the rat and hepatic injury in 
the human subject, the mass of evidence on the physio- 
logical side demands investigation in the clinical field. 
The case is strengthened by the fact that many rats with 
hepatic injury produced by dietary means also have renal 
damage. This combination may be analogous to the 
hepato-renal syndrome in man or such conditions as 
‘ition 0 eclampsia, in which hepatic and renal injury frequently 
occur together. Gydrgy suggests for human cases cer- 
fain preventive and therapeutic measures based upon his 
‘| experimental work. He advises a diet containing a high 
est, and} evel of protein and restricted fat. The protein should 
replaced! have a high methionine content, and the fat should be 
escribed{ rich in unsaturated fatty acids and low in cholesterol. 
vic effectt The diet should contain all the members of the vitamin-B 
demon-} complex carefully balanced. In addition to the dietary 
ontained| supply it is suggested that methionine should be adminis- 
IS A880] tered in doses of 2 to 4 grammes daily, or, alternatively, 
thionine} cystine plus choline in similar doses could be used, but 
ion. It} this is probably not so effective. 
> linkedf Jt seems likely that at least some cases of hepatic 
vith the} injury and subsequent cirrhosis do not present irreversible 
ier lipo- changes due to direct toxic action, which has been the 
lipocai¢} general view for many years, but that these lesions may 
y.” The be both preventable and reversible. This new conception 
iguished} affords an opportunity for full co-operation between physi- 


ir pie ologists and clinicians in carefully controlled clinical trials. 
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rate MEASURES AGAINST PNEUMOKONIOSIS 


ak ae The Ministry of Fuel and Power has now issued through 

H.M. Stationery Office’? the report of the: Advisory Com- 
aces ia mittee on the Treatment and Rehabilitation of Miners 
in the Wales Region suffering from Pneumokoniosis, the 
term applied to pulmonary abnormalities found in colliery 
workers underground and on screens, and in coal trimmers 
at docks described as due to the inhalation of dust. Already 
Measures are being taken to prevent the contraction of the 
disease by the suppression of harmful dusts at working 
places in mines, but further attention needs to be given 
to the treatment of affected persons and to their restora- 
tion to a state of health and fitness for appropriate employ- 
ment. The committee was set up primarily to consider 
this aspect of the problem. It finds that present know- 
ledge of the disease is insufficient to enable it to advise 


11 Publ. Hith. Rep. Wash., 1942, 67, 502. 
12 1944. Price 3d. 


diffuse or focal necrosis, and varying degrees of cirrhosis. 


the introduction of large-scale measures of treatment, 
including rehabilitation, and that further research is 
necessary. Accordingly it recommends the establishment 
of a research unit with accommodation for about thirty 
patients, equipped with facilities for clinical study and 
investigation ; the work of this research unit to be linked, 
through a central authority, with that proceeding on other 
phases of the problem—e.g., to acquire more precise know- 
ledge of the causes and of the diagnosis of the disease ; to 
develop and apply in the pits better methods of suppressing 
the dangerous dust ; and to retrain and resettle partly dis- 
abled miners who are fit to take up other more suitable 
employment. It also recommends the initial and periodi- 
cal clinical and x-ray examination of miners and the cotre- 
lation of the findings of such examinations with the results 
of pathological research into early changes in lung con- 
dition, the progression of those changes, and the part 
played by tuberculosis and other infections. The estab- 
lishment of a co-ordinating Pneumokoniosis Bureau is 
advised. The medical members of the committee were 
Drs. E. A. Aslett, T. H. Jenkins, N. Keating, Prof. C. Bruce 
Perry, and Dr. T. W. Wade. 


SANDFLY FEVER 
Fourteen American soldiers who volunteered to submit to 
experiments which increased the knowledge of sandfly 
fever, encountered by American fighting men in tropical 
and semi-tropical regions, have been awarded the Legion of 
Merit, the U.S. War Department announced on August 3. 
The soldiers were infected with the disease, the fever being 
produced in some by small injections of blood from indi- 
viduals who already had it, and in others by exposure to 
repeated bites of infected sandflies. Sandfly fever, or 
“ phlebotomus fever,” is caused by bites of sandflies carry- 
ing the infective agent, a filterable virus. The fly is about 
an eighth of an inch long, and only the female bites. The 
puncture of the skin is usually painful. 


toms not unlike influenza. The patient is incapacitated 
for one,or two weeks, although his temperature, going as 
high as 102° or 104° F., usually subsides in about three 
days. Experiments showed that the virus causing the fever 
in the Middle East was the same as that infecting 
soldiers in Sicily. The active virus obtained from Sicily 
was injected into healthy individuals. They fell ill with 
sandfly fever. After recovery they were injected with 
the virus from Egypt but did not contract fever, proving 


~ that Sicilian sandfly fever attacks confer immunity against 


the Egyptian virus. The studies, started in April, 1943, in 
the Middle Eastern theatre, were directed by Dr. John R. 
Paul, Consultant to the Secretary of War and Director of 
the Surgeon-General’s Commission on Neurotropic Virus 
Diseases, who flew into the area with Major A. B. Sabin, 
Army virus expert, and Major C. B. Philip, entomologist. 

In a field’ laboratory six kinds of monkeys and other 
animals were tested before the experiments on the 
soldiers. None of the animals was found susceptible to 
the disease. The soldiers volunteered for a second series 
of experiments, resulting in finding two chemical insect 
repellents, dimethyl phthalate and pyrethrum-containing 
vanishing cream, which successfully prevent sandfly bites. 
The material was applied to exposed body areas and found 
effective for eight hours. In making the test infected sand- 
flies were released in the volunteers’ sleeping quarters. 
Only those who had not applied the repellents were victims 
of the fever. 


The fever is note:: 
contagious, but is transmitted by the bite of a sandfly thats 
has bitten an infected person. The onset of the sickness =" 

tse 
begins two or three days afterwards and results in symp- ..- 
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TECHNIQUE OF BLOOD EXAMINATION 
FOR MALARIA PARASITES 


BY 


T. CRAWFORD, M.D., B.Sc., F.R.F.PS. 
Major, R.AM.C. 


Many practitioners, medical officers, ship surgeons, and 
laboratory workers formerly not familiar with malaria are now 
being confronted with its diagnostic problems. The technique 
involved in the blood examinations is simple enough, but it 
is not widely realized that a staining technique giving the best 
results for blood cells does not do so for malaria parasites. 
Faulty methods often lead to a failure to detect parasites 
present in small numbers, so the following brief notes may 
guide workers inexperienced in this field. : 


Materials and Reagents 


A sharp cutting skin needle, gauze or wool swabs, and some spirit 
or ether are required for the skin puncture. 

Slides —Thin half-white slides, clean and free from grease, are 
best for this work; scratched or frosted slides should be avoided. 
In an emergency, slides as supplied by the makers, if held by the 
edges, breathed on, and polished with a clean cloth, will usually 
give satisfactory results. Whenever possible, however, the slides 
should be cleaned ¢ghemically by boiling for five minutes in a solu- 
tion containing 6% each of potassium bichromate and sulphuric 


. acid, and then washing in running tap-water for 10 minutes; the 


slides are then stored in spirit and polished before use. Chemical 
cleaning is essential in certain tropical regions to prevent the growth 
of moulds. 

Leishman’s Stain—Sold as a powder or in tablets of known 
weight, the staining solution is prepared as follows: 


Place 0.15 g. of the stain’ in a small mortar and measure out 

100 c.cm. of pure methyl alcohol (acetone-free). Grind the dry 
powder and then add about 20 c.cm. of the methyl alcohol. Grind 
again for a few minutes and decant into a clean dry bottle with 
a well-fitting ground-glass stopper. Repeat with successive small 
quantities of the alcohol; the last two portions should be only 
faintly tinged with the stain. If pestle and mortar are not avail- 

_ able satisfactory results may be obtained by placing the stain in 
_ the bottle, adding the methyl alcohol, and shaking vigorously for 


’ five minutes on three occasions. 


°"Breshly prepared solution does not give the best results, so the 
tain should be kept in a dark cupboard for 10 days, shaking 
Nigorously every day, and then placed on a shelf in ordinary day- 
Jight ;(avoiding direct sunlight) for seven days before being used. 

¢ stain. should not be filtered, and no attempt be made to hasten 
its sdéfution by heat. . The bottle should be kept carefully stoppered, 

contact with the air speeds deterioration. When required for use 


the stain should be removed from the bottle with a pipette; the last . 


half-inch of solution is best discarded, as it always contains some 
granular deposit which may cause troublesome artefacts in a stained 
blood-film. If correctly made and stored, Leishman’s stain keeps 
indefinitely in a temperate zone, but deterioration may be rapid 
when temperature and humidity are high. 

Giemsa’s Stain.—This is supplied in solution, and has only to be 
diluted for use. It is thus: more suitable than Leishman’s stain for 
occasional use away from a laboratory. The undiluted stain keeps 
well and is not affected by heat and humidity. 


‘Distilled Water—This isa most important reagent, and con- © 


sistently good results cannot be obtained unless it has the correct pH 
concentration. The best staining of blood cells is obtained when 


water used for dilution and washing has a pH value of 6.8 to 


For malaria parasites, however, the best results are obtained at a 
pH of 7.2. At this pH value the red blood corpuscles give a slightly 
bluish staining, against which the bright red and deep blue of the 


"parasites stand out boldly. In addition the weakly basic reaction 


accentuates the earliest changes in the parasite-containing corpuscles, | 
which aré an important feature in species diagnosis. As taken from 
the still, distilled water is almost always slightly acid owing to the 
absorption of carbon dioxide from the air in cooling. One of the 
following methods ensures that a diluent of the desired reaction 
(pH 7.2) is employed. 

(1) 9 g. of anhydrous disodium hydrogen phosphate and 1.8 g. 
of anhydrous potassium dihydrogen phosphate are dissolved in 
3 litres of: distilled water. This buffer salt solution is recom- 
mended for use wherever frequent examinations are carried out. 

(2) About 4 c.cm. of bromothymol blue indicator solution is 
added to a litre of distilled water. This gives a yellow colour 
owing to the acid reaction. A 0.5% solution of sodium carbonate 
is how added drop by drop, with vigorous shaking, until the 
water attains and retains a bluish-green colour. This indicates a 


pH of about 7.2, but is less accurate than the use of b alts 
described above. 


(3) In emergency, if distilled water or filtered rain-water is boiled | 


vigorously for 5 to,10 minutes it usually attains a pH of 7 to 12 
and allows fairly satisfactory staining. The acid reaction retums 


on standing. 
Spreading the Blood Films 


(a) Thin Films.—The slides are placed flat on a bench or bedside 
table and one with a perfectly smooth edge is chosen as 4 
“spreader.” Shorten the spreading edge by about 1/4 in. by 
chipping off one corner: both edges of the resulting smears can be 
readily examined. The patient’s finger and the needle are Cleaned 
and dried and a slight incision is made above the base of the nail 
A small drop of blood is allowed to collect, and this is lifted with 
the under surface of the edge of the spreader, held by the edges in 
the right hand. The blood is now touched down on the slide’ to 
be spread, about an inch from the right end, and allowed to run 
across the width of the spreader. The free end of the spreader js 
lowered to make an angle of 20 to 25° with the horizontal, and js 
then pushed smoothly and firmly to the left end of the slide. A 
really thin film, with the red cells lying separated, is essential for 
the accurate diagnosis of malaria parasites. The two factors which 
control the thickness are the amount of blood and the angle at 
which the spreader is held—the less the amount of blood and the 
lower the angle, the thinner the resulting smear. The films are 
allowed to dry at room temperature, and should not be heated. 

(b) Thick Films.—The advantages of the thick film technique may 
be entirely lost if attention is not paid to technical details, In 
particular, the beginner should eschew certain ultra-rapid methods 
that have recently become fashionable. The term “ thick ” is purely 
relative, and a common mistake is to make the smears too thick. A 
drop of blood similar to that used for a thin smear should be lifted 
on the centre of a slide and spread out with the blade of the needle 
until a page of print can be clearly seen through it. The film is 
allowed to dry horizontally, protected from dust and _ insects, 
Drying may be hastened by placing the slide for a few minutes in 
an incubator at 37° C.; but more vigorous heating interferes with 
subsequent dehaemoglobinization. 


Staining 


(a) Leishman’s Stain for Thin Films.—The slide is supported in 
a horizontal position and 10 to 12 drops of the stain are placed 
on the film, using a clean dry pipette. The stain is spread out 
with the barrel of the pipette to cover the entire area of the film, 
and is allowed to act undilutéd for about 30 seconds, thus fixing 
the blood. Double the quantity (20 to 24 drops) of pH-adjusted 
distilled water is then added, and is mixed with the stain by drawing 
up and expelling two or three times with the water pipette. The 
precise time the diluted stain should be allowed to act varies with 
different batches of stain. The period is usually between 10 and 20 
minutes, and the best results are obtained by somewhat longer 
staining than for blood cells. At the end of the staining period the 
stain should not be poured from the slide but gently flushed off in 
a stream of distilled or tap water for a few seconds only. This 
prevents the scum which forms on the surface of the stain from 
settling on the film and showing as a granular deposit, but more 
prolonged washing will rapidly decolorize the parasites. The film 
rosa be allowed to dry in a semi-vertical position without heat or 

otting. 


(b) Leishman’s Stain for Thick Films.—Haemoglobin is removed _ 


from the preparation by placing the dry unfixed film in an upright 
position in a jar of distilled water. When the film is uniformly 
white—in about 10 minutes with a fresh film—it is gently withdrawn 
and allowed to dry. The dehaemoglobinized film is then stained as 
the thin films, except for a rather shorter staining time (5 to 15 
minutes). : 

(c) Giemsa’s Stain for Thin Films.—As this is a watery solution 
the films must be treated with a fixing reagent before staining. The 
surface of the slide is flooded with absolute methyl alcohol, which 
is allowed to act for one or two minutes. The slide is then washed 
gently in a stream of tap-water and placed vertically or face down- 
ward in a staining jar or dish containing Giemsa’s stain diluted in 
the proportion of two drops of the stain to each c.cm. of pH- 
adjusted distilled water. The staining is complete in 20 to 30 minutes; 
the slide is then quickly rinsed and allowed to dry in a semi-vertical 
position. 

(d) Giemsa’s Stain. for Thick Films.—Without previous fixation 
the films are placed vertically or face downward in a staining jar or 
dish containing the diluted stain—one drop of stain to each c.cm. 
of distilled water. The vessel is gently agitated from time to time, 
and dehaemoglobinization and staining are complete in 20 to 30 
minutes. The slides are then gently transferred to a dish of water 
for a few seconds only and finally allowed to dry in a semi-veriical 
position. Vigorous handling or washing in running water may cause 
the film to leave the slide. Dilutions of Giemsa’s stain remain 
active for about 12 hours, during which time they -may be used 


repeatedly. 
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KENNY TREATMENT OF POLIOMYELITIS 
REPORT BY AMERICAN COMMITTEE ~ 


A committee to study and evaluate the Kenny treatment of 
infantile paralysis was set up in June, 1942, comprising mem- 
jers of the American Orthopedic Association, the American 
Academy of Orthopedic Surgeons, and the Section on 
Orthopaedic Surgery of the American Medical Association. 
The report of the committee was presented at the annual 
meeting of the American Orthopedic Association and at the 


il. }ynnual meeting of the American Medical Association held in 


june, 1944. This has now been published under the names 
of Drs. Ralph K. Ghormley, Edward L. Compere, James A. 
Dickson, Robert V. Funsten, J. Albert Key, H. R. McCarroll, 
ind Herman C. Schumm.* 

The committee in the course of its study visited six cities 
snd sixteen clinics, some of them two or more times. A total 
of approximately 740 patients were examined, of whom about 
650 had been treated by the method advocated by Miss 
Flizabeth Kenny. Some of these patients represented examples 
of cases from earlier epidemics, while the majority came from 
epidemics occurring since 1940. Early in the investigation 
questionaries were sent to over 900 orthopaedic surgeons, but 
no definite conclusions could be drawn from the reports they 
submitted. The committee notes that one of the things 


what she calls “ orthodox ” treatment, but it finds difficulty in 
understanding what she means by this epithet. In the United 
States several different plans of treatment have been followed 
in the work with poliomyelitis, As long ago as 1917 
R. W. Lovett outlined a method of treatment which was 
pursued successfully for many years, and is still the basis 
of most modern therapy in that country. For many years 
the use of pools has had a prominent place in the treatment 
of anterior poliomyelitis. 

The report discusses Miss Kenny’s concept of the disease, 
in which the four major points stressed. by her are muscle 
“spasm,” mental alienation (functional dissociation), inco- 
ordination of muscle action, and: paralysis (or “ denervation ”’), 
and criticizes each in turn. It next describes the Kenny treat- 
ment under ten categories, and follows this with the analysis 
and discussion reproduced below. 


The Treatment Analysed 


1. The institution of treatment directed toward the involved 
muscles as early as possible is desirable, but the general condition 
of the patient during the acute febrile stage may be such that the 
handling necessitated by the Kenny treatment can be detrimental. 

.2, Proper positioning in bed by one means or another has been 
a standard practice among physicians for over thirty years to our 
knowledge. It is still a recommended procedure. 

3. Heat in some form, including hot foments, has been used by 
physicians for many years to combat pain in infantile paralysis. 
In most instances the pain can be relieved by the use of hot foments. 
We have seen a few cases, however, in which relief was not afforded 
by their use. It is the impression of this committee that pain is not 
an important feature of the disease in most instances, and, when 
present, can be relieved also by other measures. Recovery from 
“spasm ’’ in most instances takes place spontaneously. Hot pack” 
may relieve this “‘ spasm,’ but so will adequate rest. Therapy 
directed at pain and “ spasm’”’ should be discontinued as soon as 
these symptoms subside. We have seen instances in which hot packs 
seem to increase and prolong the “spasm.” In some, ‘“ spasm” 
was relieved after the packs were discontintied. In others, ‘ spasm ” 
which had been relieved recurred when the packs were discontinued 
and was again relieved by their reapplication. The use of hot foments 
therefore cannot be considered as a panacea in this disease, and 
their use must be guided by good medical judgment. The rigid 
technique insisted on by Miss Kenny in the application of these 
packs is neither important nor essential. 

4. So long as active and passive movement of these extremities is 
carried out within the range of comfort, this point is acceptable. 
This procedure has been recommended by many physicians in the 
past, but again we stress the point that this movement should not 
be forced beyond the point of pain. e 

5. Jones and Lovett described and used a method of muscle 
re-education which in principle is similar to the method taught by 
Miss Kenny. This has served as the basis for orthopaedic treatment 
for many years. 


1 J, Amer. med. Ass., June 17, 1944, p. 466. 


i 


Miss Kenny has stressed is the difference of her treatment from . 


6. Cases have been seen under Kenny treatment in which early 
contractures were developing, and by application of plaster splints 
these contractures were controlled after their correction. This com- 
mittee believes that splints are beneficial for some patients, Braces 
should form an important part of the treatment during the later stages 
of this disease. We have seen Kenny-treated patients walking with two 
English-style crutches who could be so benefited by braces that the 
crutches could be discarded, thus liberating the hands for other use. 

7. Respirators have saved many lives and should be used for 
patients with sufficient paralysis to embarrass respirations. 

8. There is no evidence that the Kenny treatment prevents or 
decreases the amount of paralysis. We criticize severely the oft- 
repeated statement of Miss Kenny to patients who have come to her 
after. treatment elsewhere that had this case come to her early the 
disability would have been prevented. Such statements are not 
founded on facts. ' 

9. Spontaneous recovery in poliomyelitis occurs in many cases. 
Reports in the medical literature indicate that this varies in different 


’ epidemics from 50 to 80%. We Lave seen many patients receiving 


Kenny treatment who showed no muscle involvement at any time, yet 
she assumes the credit for their satisfactory results and does not 
take into account the factor of spontaneous recovery. 

10. Pools and baths have long been used in the treatment of 
poliomyelitis. 

_ The Committee’s Commentary 

In its general comment the report condemns Miss Kenny’s 
objection to muscle examinations, and hence the lack of 
accurate records. With regard to her repeated statement that 
under “ orthodox” treatment only 13% of patients recovered 
without paralysis, while under her treatment over 80% recover, 
the committee believes this to be a misrepresentation of the 
facts of treatment by other methods, which it attributes to her 
over-zealous desire to promote further the adoption of the 
Kenny treatment. In refutation of the belief of some people 
that paralysis can be prevented when treatment is started before - 


’ the onset of paralysis, it says, ““We have seen enough cases 


in which the Kenny treatment was instituted very early to 
be convinced that this does not prevent or even minimize the 
degree of permanent paralysis.” Further, in several cases seen 
by its members the paralysis progressed after the Kenny treat- 
ment was instituted. It emphasizes that the prevention of early 
contractures is the primary means by which medical care is 
able to minimize the effects of the disease. In its opinion, after 
observation of 740 cases, the continuous employment of hot 
packs for all patients with minimal evidence of “spasm” is 
of questionable value, and a waste of man-power and hospital 


beds. Good medical judgment is required in determining the 
cases in which hospital treatment should be instituted or 
continued. 


With regard to Miss Kenny’s claim to a new and revolu- 
tionary discovery by means of which she can diagnose 


" disease and determine the involved extremities before the onset 


of the usually recognized diagnostic clinical signs, and her 
claim that the institution of her treatment at, this time, 

control pain and prevent paralysis, the committee. says ,fhat 
‘the preparalytic diagnosis of poliomyelitis was 
Draper (1931) and by Aycock and Luther (1928), and: that 
no satisfactory evidence has been presented to it that the 
institution of early local treatment will alter the course’ or the 
extent of the paralysis in any case. Commenting on the claim 
that all paralytic scoliosis can be prevented by Miss Kenny’s 
programme of care, the committee says that several more years 
must elapse before any final conclusion can be reached with 
regard to the amelioration or prevention of paralytic scoliosis 
by means of the Kenny treatment. Lastly, while it condemns 
the wide publicity which has misled the public and many 
members of the medical profession, it acknowledges that this 
has stimulated the medical profession to re-evaluaté known 
methods of treatment of infantile paralysis and to treat it more 


effectively. 


J. Chasnoff and J. J. Vorzimer (Ann. intern. Med., 1944, 20, 327) 
state that temporal arteritis is a disease of unknown aetiology which 
is seen in elderly patients and is more frequent in females. The 
outstanding subjective symptoms are headache, malaise, and weak- 
ness. In most cases there is a-low-grade fever. Marked secondary 
fever is constant and slight leucocytosis common. The disease runs 
a protracted course of 4 to 12 months, but relapses are frequent. 
Complete recovery occurs in most cases. 
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MASS RADIOGRAPHY : A CAUTION 
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MASS RADIOGRAPHY 
A Cautionary Notice 


The following communication has been issued to the medical 
press by the Ministry of Health: 


Wartime difficulties of production and wartime claims on skilled 
professional staff have made it impossible rapidly to develop schemes 
for the general use of mass radiography throughout the country. 
It is possible that employers or other persons may be considering 
whether they should not make their own arrangements for the 
examination of their employees or patients by mass miniature 
radiography. There are, however, complications and dangers, per- 
haps not immeuiaely ybvious, involved in any departure at present 


from the standard methods vf the official scheme. These difficulties 


ought to be generally recognized. . 

The primary purpose of mass radiography is not diagnosis in 
the ordinary sense. Its true function is to discover in a group of 
ostensibly healthy persons those who have signs indicating the 
possibility of incipient disease, which should therefore be further 
investigated by more intensive means of diagnosis, Persons who 
have no ground to suspect that they are in any risk of illness must 
be ready to be examined. Anything that might weaken public con- 
fidence in mass radiography would therefore impair its usefulness. 
Equally anything that would lead the public to expect too much 
from the new development nfust be avoided. * : 

The Medical Research Council’s Committee on Tuberculosis in 
Wartime advocated in its report (Sept., 1942) that the use of mass 


radiography apparatus should be under the general direction of the 


Ministry of Health and Department of Health for Scotland. That 
committee’s technical subcommittee said further: ‘“‘ Mass miniature 
radiography should not be lightly undertaken. A very high standard 
of quality of miniature radiography is necessary for correct inter- 
pretation, and the latter requires the highest radiological skill. The 
making-up of compromise apparatus cannot be too strongly con- 
demned and would bring the method jnto disrepute.” 

The Mass Radiography Subcommittee of the Minister of Health's 
Standing Advisory Committee on Tuberculosis, in its report on the 
working of a mass radiography unit, said: ‘“ When mass miniature 
radiography is to be undertaken on a large scale, trustworthy and 
comparable results can ‘be secured only with the use of a carefully 
designed standard apparatus.” 

In accordance with these authoritative views the Government has 
made certain that the standard apparatus which it has arranged 
to be manufactured, and supplied to selected local authorities, is of 
the highest standard and able to meet the much greater stresses to 
which such a unit is subject compared with ordinary x-ray machines, 
and so far as possible immune from mechanical breakdowns. Some 
breakdowns must occasionally occur, but those can be speedily 
dealt with by the operational teams specially trained by the Ministry 
of Health. This minimizes delay and. consequent disturbance of 
production or routine when the unit is working in factories or offices. 

Present experience has confirmed the soundness of the expert 


advice quoted. Any departure from the system by which the civilian . 


population is examined by the standard apparatus and the methods 
tail down in the Advisory Committee’s report on the working of a 
@Wass radiography unit must be strongly deprecated. 


“His important to realize that mass radiography has not made the 


of pulmonary tuberculosis easier; on the contrary, the 
method is bringing to light many symptomless minimal cases. Num- 
bers of these recover spontaneously without treatment, and the prog- 
nosis in any given case can only be assessed by. most careful clinical 
investigation and periodical supervision. 

As a diagnosis of tuberculosis may involve change or loss of 
work for the individual, and may also prejudice his prospect in 
pension or life assurance schemes, it is essential that such a diagnosis, 
especially in minimal cases, should be undertaken only by those fully 
expert in tuberculosis, and with all the resources of up-to-date 
diagnostic procedures at their disposal. Full provision for this is 
made in the national scheme operated by the larger local health’ 
authorities as part of their tuberculosis service on the standardized 
lines recqgnized and recommended by the Ministry of Health and the 
Department of Health for Scotland. 

There is another important consideration. The Government’s mass 
radiography scheme includes arrangements for collecting far more 
information on the incidence of tuberculosis than has ever been 
available before. This will be of the greatest value in the campaign 
against this disease. The collection of this new evidence in the 
fullest measure can only be assured through a uniform scheme and 
a standardized system of records. Mass radiography activities 
carried out independently of the national scheme, and by other than 
standard apparatus and methods, cannot help this object and might, 
indeed, seriously prejudice it. 

Ministry.of Health, 

Aug. 24, 1944. 


- There are other characteristics, such as the tendency to spentanéd 


Correspondence 


Wound Fractures in Plaster-of-Paris 


Sir,—As regional surgical adviser of a Ministry of Heal a 
Region I have been very much struck, when going round the | mont! 
surgical wards of E.M.S. hospitals to see the casualties arriving | Te 
from Normandy, by an anxiety which is universal amos, |%* 
surgeons in charge of cases of limb compound fractures seajed “a 
up in plaster-of-Paris. Most of these patients retain thejr 

fic 
original plaster covering on admission. The surgeon oftey ees 
hesitates to disturb a plaster, even when there is a SUSPicign'f we lis 
that a wound may be going wrong, for it is felt that if gg prasi 
plaster is removed, the bone ends may not be replaced in such produ: 
a good pos:tion, and a,local removal of a plaster casing jy Cereb: 
not practicable. The surgeons have expressed to me. their 
feeling that, if only they had free access to the wound, local 
medication with ? penicillin could be applied should events} hav: 


prove that it was indicated. Several have indicated, “If (atebri 
I could get down to the wound, put in a tube, and Perhaps j tertian 
introduce penicillin I would feel happier.” As 


To obviate this anxiety could I commend to the notice off sance 
surgeons in our forward and base hospitals my routine practicg§ !%" . 
in applying plaster-of-Paris bandages to any limb where ther malar 
is a wound? Before the plaster is put on I fix a large pad 
of wool over the wound to indicate the exact site and the 
limits of the wound: the applied plaster hardens and a “ blister” Int 
or “ protuberance ” is formed. If necessary this plaster blister# during 
can be removed in order to expose the wound area without} parasi 
disturbing the cont'nuity of the plaster. The wound cam den} winced 
be dressed as required or have any form of local treatmen § ns 

Without reasonable facilities it may not be an easy matter the ca 
to remove a plaster casing ; to remove the “ blister” or “pm 
tuberance” when indicated during transit of the patient 
landing craft, hospital ship, ambulance, hospital train, ete, 
an easy matter, for the blister can be removed by any fom agains 
of saw. Such indications may be haemorrhage, gas gangrem § painfu 
or other infective agencies.—k am, etc., may | 

Newcastle-upon-Tyne. R. J. last 


War Malaria and its Treatment 


Sir,—Malaria is dn invariable companion of war, though 
to many medical officers in the Forces, E.M.S. doctors, anf 
civilian practitioners it constitutes a new problem, and one fr 
which they are not prepared either by experience or by stu 
Hence there is at the present time some confusion, which bx 
manifested in a spate of papers and a number of lettersis 
your correspondence columns. As in the last great war, ther 
is a tendency to regard it almosf as a new disease. 


Subtertian (or malignant),and benign tertian malaria are really i 
entirely different entities, distinguished from one another not om 
by the morphological peculiarities of the parasites, but by thw 
life-history, pathological and biochemical changes, clinical coum 
and reactions to treatments. 

The subtertian (Plasmodium falciparum) is more a tropical ant 
subtropical parasite, requiring a higher degree of temperature ® 
complete its development in the mosquito. The clinical pictum§ 
which it may evoke are extremely varied, and depend in their severilg 
on the immunity of the patient to the infection. In the immum® 
African, for instance, an attack of subtertian malaria is usually# 
trivial affair, but in the non-immune and therefore susceptible Brite 
and American soldiers and sailors it may be extremely seve 
Cerebral cases are by no means infrequent, and the many compli 
tions include blackwater fever. In subtertian malaria the typioigma 
* ague fit” of the textbooks is usually absent, so that this fever ma 
mimic many other diseases, thereby providing a trap for the unWalip; 


recovery, more rapid development of immunity and _therefnre 
lessened tendency to relapse, especially in temperate climates, 

the more immediate effectiveness of quinine and mepacrine. Tt 
life-span of the parasites of any individual infection is comparati 

short, lasting from nine months to one year. Enlargement of @ 
spleen is not usually demonstrable in primary infections. Beng 
tertian malaria, on the other hand, is found throughout the Tropitilas 
and subtropics, and has an extensive range in temperate zones. M,. 
is therefore the predominant form of infection in the Mediterrané 
area and N. Africa, and is especially common in S. Italy 
Sicily; and, as has been abundantly proved in this war, it is by 
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Hpeans exceptional in the Congo and in W. Africa, where it was 
; thought to be rare. ‘ 
p. vivax seldom, if ever, produces alarming symptoms or causes 
4 From the military point of view its importance lies in its 
| gisance value, apparent resistance in wartime to textbook treat- 
t, and its great liability to relapse again and again. In those 
‘mary infections which are now occurring in soldiers returning 
of Health| from the Mediterranean the latent period may be prolonged to three 
round the} months, or even as long as one year, till the malaria declares itself. 
“S arriving | The degree of anaemia produced is slight, but the splenic enlarge- 
oe is usually more marked than in the subtertian, while the 
| health between relapses is good. In civil life relapses are 
: rded merely as a temporary inconvenience and hardly any 
tain. their ystification for prolonged stay in hospital. Benign tertian certainly 
Con oftey a tendency to seasonal recurrence, and European infections 
SUSPicign'y we liable to relapse in spring, early summer, and autumn. This 
hat if the § parasite is particularly persistent, and may survive in the body and 
d in such produce relapses (outside the endemic area) for two to three years. 
Cerebral and other severe syndromes are unknown, and although 
Casing if fe parasites disappear from the peripheral blood with quinine treat- 
me. their gent, this drug does not entirely extirpate them, so that in heavily 
und, local infected individuals these disappointing relapses are apt to occur. 
Id. events {have for more than ten years thought and taught that mepacrine 
“TE only] @tebrin) possesses little of the virtue in the treatment of benign 
d Perhaps tertian which it undoubtedly has in subtertian. 
As the treatment of malaria is again, as under similar circum- 
: gances a quarter of a century ago, being severely criticized, what, 
bh pes then, is the best course to pursue? We can dismiss subtertian 
. malaria, as it presents no real therapeutic problem, being amenable 
ere there 9 quinine and mepacrine. Indeed, the latter may be considered 
large pad gecific for P. falciparum. Pamaquin (plasmoquine) to my mind has 
> and thefno place in the treatment of the average subtertian case. 
* blister” In benign tertian malaria the parasites disappear from the blood 
ter blisterf during quinine treatment if the drug is being absorbed. But when 
a withoutl parasitic relapses occur during adequate quinine therapy I-feel con- 
can ‘then } vinced either that the patient is not taking his quinine or that it is 
treatment, § Peing given in an insoluble form, which has been shown to occur in 
g the case of hard sugar-coated tablets. In these instances the Tanret 
ya reaction should be employed to prove that this is so. 


From the clinical angle the therapettic action of quinine is more 
dlective by injection, and this method certainly puts an end to the 
fever for the time being. At present there exists some prejudice 
against intramuscular quinine. It is argued that the injections are 
painful, cause muscular necrosis, and may even be dangerous. It 
may well be that some of the bad results which occurred in the 
last war were due to abuse of this method and the acidity of the 
quinine preparation. When in a neutral isotonic solution of pH 7.2, 
as in solvochin, the injections are practically painless and not 
followed by ascertainable local reaction. A daily course of injec- 
tions (6 or more) serves to control otherwise refractory infections 
and to some extent to prevent relapses. It is necessary to continue 
with small doses of quinine by the mouth—10 to 15 gr. daily—for 
three weeks or longer. I certainly believe that small doses of 
pamaquin—0.04 g. daily—in addition to quinine, also aid in pre- 
venting relapses. This line of treatment is effective in most peace- 
time cases in this country. The official course of quinine (30 gr. 
daily) for two days, mepacrine (0.3 g.) for five days, following by 
pamaquin (0.03 g. daily) for a similar period, appears to be inade- 
quate. In addition to drug treatment there is the general nutrition 
to be attended to. Exertion, exposure, and fatigue undoubtedly pre- 
EH Bdispose to relapse. Though this is well known, these three factors 

cannot be avoided, but as the malaria-infected Mediterranean is left 
behind it is safe to predict that less will be heard of benign tertian 
@malaria or of relapses in soldiers returning to this country. 


Your columns have recently contained much informat‘on 
about cerebral malaria. The well-documented case of I. B. 
Sneddon (1943) provided a basis for discussion. There the 
diagnosis was made and the case treated primarily on 
approved lines ; but death was probably due, as had been fre- 
quently described, to subcortical haemorrhages. It may well 
be that retinal haemorrhages as disclosed by ophthalmoscopy 
may prove to be an indication of what is taking place inside 
W@he brain. There is:also inadequate information on the cerebro- 
‘@pinal fluid in cerrebral malaria, which may afford but little 
Mdication of the extent of the cerebral lesion. Usually it is 


nn bund to be under pressure, and a pleocytosis has been noted. 
rings! J. M. Rogan (1944) has done a distinct service in formulating 
iparativeyprecise instructions for intravenous quinine, as regards both 


mitial dosage and subsequent therapy. In the dozen cases of 
erebral malaria that I have treated in this country during the 
ast three years not more than 20 gr. of quinine dihydrochloride 
as been necessary to restore the patients to full consciousness ; 
it during the last war I saw fatal results from more massive 
itial doses of intravenous quinine (i.e., 30 gr.), and I feel 
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certain that it is sound to lay stress on the importance of the 
speed factor (2-4 minutes per grain). Intravenous pentothal, as 
advised by J. A. Gillett (1944), is certainly good treatment in 
cases which exhibit signs of cerebral irritation. Prof. W. I. 
Gerrard (1944) praises intramuscular atebrin (mepacrine) in 
pernicious malaria ; but there is some reason to believe that in 
cerebral malaria it does not act as quickly on the parasites as 
does quinine, for I have had experience of one case of malarial 
coma from W. Africa which was quite unaffected by injection 
of atebrin musonate (0.3 gr.) but responded instantly to intra- 
venous quinine dihydrochloride. Again, intramuscular atebrin 
may occasionally produce abscesses, and F.’'Hawking (1944) has 
recently shown that injection of therapeutic doses produces 
necrosis of the tissues, as with quinine, around the site. 

It is surprising to read of Dr. Fenton-Russell’s dread of 
psythological disturbances and the need for psychological treat- 
ment in all cases of cerebral malaria. It is true that abnormal 
mental states may ensue as the result of all forms of malaria, 
but it still remains a surprising fact how little cerebral disturb- 
ance is produced on recovery from cerebral malaria. Usually 
recovery, mental and physical, is complete. His memory does 
not serve him aright in suggesting that the quartan parasite may 
be responsible for cerebral complications. This misconception 
may have been based on the morphology of the parasite, as 
developing trophozoites of P. falciparum closely resemble thos 
of P. malariae.—I am, etc., 

PHILIP MANSON-BaAHR; 
Senior Physician, Hospital for Tropical Diseases, London, 
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Haemolytic Streptococci and Scarlet’ Fever 

Sir,—Describing an “ explosive ” outbreak of tonsillitis due 
to Str. pyogenes in your issue of Aug. 26 (p.275), Fl. L’eut. Wilson 
“ suggests that haemolytic streptococci belonging to subtype 9 
play no part in the causation of scarlet fever.” This generaliza- 
tion is based on rather thin premisses. I can assure Fl. Lieut. 
Wilson that, while Str. pyogenes Type 9 is not one of the types 
commonly associated with scarlet fever in this country at 
present, it can give rise to the complete clinical picture of the 
disease. I have isolated from the throats of scarlet fever 
patients in London in the acute stage of illness haemolytic 
streptococci belonging to every one of the. Griffith Types 1 to 
30 except Type 18 and those not belonging to Group A 
(Types 7, 16, 20, and 21). Some of the types, such as Type 10 
(Dochez) and Type 26, are extremely rarely met with in this 
country as a cause of either scarlet fever or tonsillitis, while 
others, such as Types 5, 13, 19, 23, 24, and 26, are uncommon. 
A table of the distribution of serological types among haemo- 
lytic streptococci from cases of scarlet fever in various countries 
of the world, including England up to 1938, is given by 
F, F. Schwentker et al., (Amer. J. Hyg., 1943, 38, 27), and 
this shows clearly that all the Griffith types belonging to 
pong A Lancefield have been isolated from cases of scarlet 
ever. 

The clinical picture of scarlet fever is in the main the resultant 
of two opposite and variable factors—the ability of the 
infectmg. strain to produce erythrogenic toxin and the presence 
of antitoxin in the system of the person attacked. Str. pyogenes 
Type 1 is one of the types most commonly found in this country 
as a cause of scarlet fever, and is not infrequently associated 
with local epidemic: prevalence ; it usually produces a potent 
erythrogenic toxin, but my late colleague, Dr. F. Griffith, and 
I have isolated from the throats of cases of acute tonsillitis 
strains of Type 1 which were incapable of producing 
erythrogenic toxin, and therefore unable to produce the rash 
of scarlet fever in susceptible subjects. The other factors, 


apart from erythrogenic toxin and antitoxin, influencing infec- 
tion with Str. pyogenes are what, for lack of better knowledge, 
we call the invasive power of the organism and the resistance 
of the individual. The permutations and combinations of these 
factors, together with the portal of entry of infection, afford 
a rational explanation of the protean manifestations of infection 
with Str. pyogenes. , 
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There: is a school of thought which believes that the 
erythrogenic toxins produced by different types of Str. pyogenes 


. differ qualitatively as well as quantitatively, but that they may 


show a considerable degree of antigenic overlap. Some support 
for this view has been adduced, and some years ago Julia Coffey 
in the U.S.A. claimed to have obtained erythrogenic toxins from 
four types of Str. pyogenes, which when combined covered the 
whole known gamut of toxin antigenicity ; the Dochez strain 
(Type 10) and the Dick strain (Type 3) of Str. pyogenes, in 
common use for the production of Dick test toxin, are believed 
to possess a wide antigenic range. 

I wonder why FI. Lieut. Wilson uses the term “subtype ” 
as distinct from “type.” We know now that certain strains 
may possess specific antigens in common, such as Types 4 and 
24, and Types 8 and 25, but we do not yet call them subtypes. 
Str. pyogenes Type 9 is a Group A (Lancefield) Typ@ 9 


' (Griffith) haemolytic streptococcus. The differentiation of the 


antigens of Group A haemolytic streptococci is still in the 
melting-pot, and it is wise at present to keep the nomenclature 
as simple as possible.—I am, etc., 


London, S.W.1. V. D. ALLISON. 


Surgery in the Field 

Sir,—General Mitchiner in his “ Thoughts on Four Years 
of War Surgery” (July 8, p. 37) says that he “cannot help 
feeling that . . . progress is not so great as one would like 
to believe, especially. in the prevention and control of sepsis ; 
for the number of limbless patients landing from the Middle 
East and North Africa is by no means negligible.” I would 
like to point out that sepsis is by no means the main reason 
for amputation. A number of amputations have been done 


for the specialized infection of gas gangrene, and a few for 


pyogenic infections of the knee-joint and the joints of the foot 
and ankle which were endangering the life of the patient. 
The main indications for amputation are gross lesions of main 
nerves and blood vessels, and in many instances shattering of 
the feet and legs from mine injuries. - 

Having seen surgery in France (1939-40), North Africa, 
Sicily, and Italy, I can say that I have never met the sugges- 
tions of “halting or feeling complacent” to which General 
Mitchiner refers. On the other hand, the surgeons in the field 
have been most enthusiastic in investigating and trying out 
new methods, new drugs, or new combinations of drugs. 
Research and investigation have been and are being carried 
out under the most difficult conditions. Also the question 
of early and adequate treatment for the lightly wounded has 
received much attention. Thousands of secondary and delayed 
primary sutures have been carried out, and this is a matter 
which is receiving special attention at the present time. 

The investigations of the-penicillin team, the shock team, the 
establishment of centres for vascular injuries, and the work 
done by the M.R.C. teams on burns and casualties in armoured 
vehicles, are all proofs of the continued efforts for the 
improvement of the condition of the wounded.—I am, etc., 


London, S.W.1. J. M. WEDDELL. 
* Riboflavin and Allied Deficiencies 
Sir,—I have read with interest the abridged Lumleian Lec- 


* tures in the Journal of July 22 and 29. Dr. Stannus describes 


a syndrome of epithelial and nervous lesions, referring to his 
early observations on pellagra in Nyasaland. He considers his 
observations important, saying it was the first time attention had 
been drawn to this syndrome, due to a dietetic deficiency dis- 
sociated from pellagra.- Strachan (1897) did not mention pellagra 
and described a similar syndrome. He treated his patients for 
malaria, but found they all required .a liberal diet. 
(1913) showed that maize was not a causative factor of the 
syndrome but gave no treatment. Scott (1918) described the 
syndrome but found contraindications to its being a new 
deficiency disease. 

Stannus, in his lectures, gives credit to Fitzgerald Moore for 
“recognizing that the disease which was rendering thousands 
of natives nearly blind was due to a dietetic deficiency.” I 
published a paper (1928) entitled “ Diseases due to A and B 
Avitaminosis in Sierra Leone,” in which I described the 


’ he describes in his early work a skin condition complicating the 


in 1943 I saw 7 personal cases (at one hospital), and in 194 


Stannus 


epithelial and nervous lesions of the syndrome, and whil 
ing with defective vision recorded that “ in the case of re 
children it is usually failure of vision that causes the child SIR. 
be brought for treatment, a symptom which is so ame on Macrac 
to treatment if detected early enough,” and went on ea . 

The essential treatment of the disease is to supply the vite plain F 
deficiency tee cod-liver oil and marmite were used to su a James 
ment the diet . . . marmite was used as a source of vitamin Ba disease 
Fitzgerald Moore (1934), who so far had only described th or whe 
epithelial lesions of the syndrome while paying particular att | aflictec 
ye to the defective vision, wrote: “ Wright introduced in Sierra his pre 
dd treatment for his cases before ; did the “same jp sympto 

Stannus, in these published Lumleian Lectures, gi rece 
showing “ Manifestations of the syndrome according 
authors na in this he omits my record of vulval affection me aflectec 
conjunctivitis. In the manifestations of his own description at ays,“ 
the syndrome he includes visual defect, which is a most imps their /h 
tant symptom. A perusal of Stannus’s (1913) paper shows pee was gr 
five patients with vision defect out of 131—surely insufficient 
to. warrant its inclusion in his syndrome. On the other hand 


syndrome 19 times among the 131 cases. His description of without 
this skin complication, given in 1911 when he saw it 10 times {sickness 
among 40 cases, is a perfect picture of dermal evidence off ot 
vitamin A lack. This skin condition should be recorded as mortifie 
a part of the syndrome he described. It seems likely, in Besid 
view of the diet these prisoner patients received, that Stannus mentior 
was dealing with a deficiency state due to lack of both vitamins A} carefull 
and B. Although red palm oil (rich in carotene) and ground| sums & 
nuts (rich in riboflavin) are found in abundance in some tropi- and Ro 
cal areas, their distribution is limited, and they are not neces-| Moreov 
sarily prepared properly or eaten in adequate quantities, 1¢§ depress 
is noteworthy that riboflavin, although widely distributed inj imtake 
food, is found abundantly in protective foods—milk, cheese, § Precatic 
eggs, and green vegetables. * It follows that in some areas thegia 2 da 
double deficiency is liable to arise. It should further be noted§ imfectio 
that both vitamin A and riboflavin are concerned with the conditic 
maintenance of healthy epithelium ; a lack of either may resulf4 44 the 
in keratinization, but the tendency to inflammation and ulcers theories 
tion is less marked in vitamin A lack. ascorbic 

Stannus (1930), in a paper which was a lengthy criticism of my} There 
article (1928), wrote that he had very little hesitation in calling} 20t hel 
the disease I described pellagra. I have never agreed that it] msuffici 
is pellagra, and defined the condition (1930) as “a disease dis that an 
tinct from pellagra and beriberi, characterized by lesions off Probabl 
the mucous membranes and skin especially evident at the muco-§ Nditio 
cutaneous junctions, associated with or followed by disorders less. Ir 
of the nervous system and curable by the addition of cod-liver oil dered 
and yeast to the diet.”—I am, etc., vitamin 


2 E. JENNER Wricat, 
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Scurvy gmpton 

Sir,—In their comprehensive survey of 53 cases of scurvy gee 
seen in Edinburgh between 1937 and 1944 McMillan andigurebroo 
Inglis (Aug. 19, p. 233) found a peak incidence in 1941-2. Myf-— and’ 
own experience of the incidence of scurvy in London differs Ser 
Working in L.C.C. hospitals and looking out for scurvy I sawgRof, F. s. 
only one case of frank scurvy a year from 1938 to 1942. Bul 


[they wil 
They w 


so far I have seen 9 cases. All the recent patients have beelj Sir— 
old-age pensioners. Difficulties in shopping and worry Ové§not told 
the fate of relations have led to self-neglect, and made it easitjattended 
for the pensioners to become scorbutic. None the less, mosftorn per 
pensioners seen here show no evidence of scurvy, eithéfobvious 
clinically or on investigation of ascorbic acid levels. Pruniffthere sh« 
and Vass (Lancet, 1944, 1, 180) found no increase in ti{while st 
incidence of scurvy in London up to spring, 1943. It might Biexpelled. 
of interest and value to find the reason for the differing peaigcalled ,b 
incidence.—I am, etc., because 


London, E.3. Eu Davis. the 
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Bleeding Gums and Scurvy 

Sir,—The clinical observations and arguments of Drs. Stamm, 
Macrae, and Yudkin (Aug. 19, p. 239) are doubtless of the 
ene test value, but they do not appear to be able to understand 
a say, jain English. Thus on page 104 of A Treatise of the Scurvy 
be; od Lind writes: “The first remark to make upon this 
upple- disease is that whatever former complaint the patient has had, 
lin B.” , whatever present disorder he labours under, upon being 
ie ba, iiticted with the scurvy his old complaints are renewed and 
atten. his present rendered worse.” On page 101, writing of the 
Sierra ptoms, Lind says, “but a diversity is sometimes observed 
“ s in the order of their appearance, thus when a person has had 
, preceding fever or tedious fit of sickness by which he has 
heen much exhausted, the gums for the most part are first 
wfiected.” On page 275, describing scurvy in Hampshire, Lind 
ays, “ The gums of several bled, being sore and spongy, without 
their having any other symptom of the scurvy. One person 
was greatly alarmed with a spitting of the blood for three 
days, which I found to be no more than scurvy affecting his 
gums.” On page 242 Mr. Poupart describes the post-mortem 
examinations of scorbutic bodies. “ We have seen several who 
without pain dropped down dead. They had no apparent 
sickness, only their gums were ulcerated, without any spots 
or hardness’ on their skin: yet we found their muscles were 
mortified and stuffed with a black corrupted blood.” 

Besides misquoting Lind, Drs. Stamm, Macrae, and Yudkin 
mention my name. I wish they would read a little more 
carefully the paper to which they refer. The term “ bleeding 
gums” can hardly be applied to the condition described therein, 
and Roft and I made no inferences regarding “ bleeding gums.” 
Moreover, the subjects consisted of boys drawn from the 
depressed industrial areas of 1937. Their meagre vitamin C 
intake of 10 to 15 mg. per boy daily was rendered even more 
precarious by the fact that they were overcrowded together 
in a damp, cold climate and exposed to a virulent streptococcal 
infection. This is a state of affairs not comparable to the 
conditions of Drs. Stamm, Macrae, and Yudkin’s experiment, 
and they should consider these differences before indulging in 
theories as to the explanation of the “apparent success of 
ascorbic Acid.” 

There are many causes of gingivitis, and vitamin C will 
not help this condition unless the dietetic intake has been 
insufficient, when it acts by accelerating healing. I should say 
i that an intake varying from 16.8 mg. to 26.8 mg. per day was 

probably sufficient for a healthy adult male not living in exposed 

conditions. Unfortunately some individuals in this country get 
less. In assessing the adequacy of a diet it must also be con- 
sidered that individuals vary greatly in their requirements of 
vitamin C, and that differing conditions alter the requirements 
4of.any one individual. Thus all interested in vitamin C should 
Piirst of all study Lind’s classic work. They will gain more 
from it than from the cohsidesation of Crandon’s experiment. 
The survey of scurvy by Drs. McMillan and Inglis (Aug. 19, 

p. 233) is valuable and timely, drawing attention as it does to 

the usefulness of the Ministry of Food’s propaganda. I hope 
}they will forgive me if I recommend them to read Lind, too. 
They will find that pain.in the back is. not such an unusual 
symptom of scurvy as they believe.—I am, etc., 

Edinburgh. A. J. GLAZEBROOK. 
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Episiotomy 


2. But 

n 194 
e beet} Sir—I think it is a great pity that Dr. H. S. Gaskell was 
y Oveiitot told by the lecturer at the postgraduate course which he 
t easidijattended in 1939 of the method and usefulness of suturing a 
torn perineum (or episiotomy) under local anaesthesia. It is 
Obvious that when the patient is under a general anaesthetic 
there should be no hesitation in inserting the necessary sutures 
While she is still anaesthetized and before the placenta is 
miexpelled. Presumably Dr. Gaskell has on occasions been 
wcalled -by the district nurse to repair a torn perineum, and 
_ Pdecause he would never dream of giving a woman chloroform 
Avis: @alter the birth for the sole purpose of stitching her perineum, 


* he relies on a skilled hand and a sharp needle as his anaesthetics. 


My sympathies are with the unfortunate woman, who has just 
completed several hours of labour, a condition hardly to be 
compared with the insertion of three deep sutures in a cut 
wrist of a “ he-man.” 

I see no objection to giving a little chloroform—I and many 
others have given it hundreds of times—but in the last few 
years I have used a local anaesthetic. The technique is easy, 
and it can be performed in the dirtiest and darkest cottage, 
even with the light of a candle, and the patient’s gratitude is 
the answer to its painless completion. 

I have not had forty years of practice yet, but have attended 
a few thousand confinements both in practice and in hospital 
during the past twenty-odd years, and I still use chloroform 
as my anaesthetic of choice in private houses and nursing homes 
because it is useful and convenient, though dangerous. 

Like Dr. Gaskell, many of the pundits (but not the majority) 
give pitocin in certain cases of uterine inertia. I don’t like 


‘it, won’t do it, and won’t allow it to be done, even in hospital. 


I note also that Dr. Gaskell gives ergometrine sometimes before 
expulsion and sometimes after expulsion of the placenta. He 
says by so doing he has abolished the bogy of the post-partum 
haemorrhage. I wish I could believe this, even:though I strongly 
disagree with the practice of giving pitocin or ergometrine 
before the placenta is expelled. , 

An episiotomy is indicated in many first confinements, par- 
ticularly when forceps are applied, but to advise episiotomy in 
all primiparae is nonsense.—I am, etc., 


D. J. P. O’MEara, 
Hon. Gynaecologist and Obstetrician, West Suffolk Hospital, 


Cause and Treatment of Sinusitis 


Sir,—In the Journal of March 25 (p. 431) is a report of a 
discussion at the Royal Society of Medicine on sinus trouble 
in children. To me, as a specialist in diseases of the ear, nose, 
and throat, the subject of “sinus disease” is an increasing 
enigma. In my early days as a specialist I accepted the term 
“ sinusitis” and the theories of infection, lack of ventilation, 
etc., as being the cause thereof. I regarded the disease as a. 
local condition with secondary effects upon the health of the 
patient, and surgical treatment appeared to be the rational 
procedure. 

Experience over the years, observation of my own patients 
and the patients of others, and particularly the study of cases 
at a public hospital for sick children and at military hospitals, 
have developed a firm conviction that sinus disease is not a 
disease sui generis; it is a local manifestation of a general 
biochemical abnormality. Bronchiectasis is another manifesta- 
tion or result of the same biochemical disorder. In the majority 
of cases of sinus disease and bronchial disease early symptoms 
are not observed, and possibly many cases resolve without 
being recognized and, of course, without special treatment. 
On the other hand, many become the subject of subsequent 


infection, and we have obvious bronchiectasis and genuine 


sinusitis. Many cases of sinus disease progress to an extreme 
degree without the obvious presence of pus. Polypi usually 
develop without the previous appearance of pus—hat is to say, 
in the absence of frank infection. There are probably other 
manifestations of this constitutional disorder—such, perhaps, as 
migraine, vertigo—and my observations have led me ‘to the 
conclusion that many psychological conditions, etc., are, in fact, 
the outcome of it. It is responsible for the phenomena of 
allergy. I do not know whether it is as common in Europe 
and other countries as it is in Australia. 

In the discussion referred to Mr. S. E, Birdsall is reported as 
stating that “cure of sinusitis in children depended only on 
recognition of the disease. Ephedrine was very often successful.” 
I am afraid he is a superoptimist. In all my years I have 
never seen a cure effected by ephedrine ; I have seen temporary 
alleviation of symptoms, especially in the acute exacerbations, 
but never a cure of the chronic sinus disease by ephedrine or 
any similar preparation. Patience and perseverance in advice 


and guidance as to hygiene, food, etc., and appropriate surgical 
measures are, of course, sometimes followed by satisfactory 
results ; proof of the satisfactory end-results is the acceptance 
of some of these former patients as members of air-crew in the 
R.A.A.F. and R.A.F. 


an 
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is essentially dietary in origin. The dietary deficiency is not 
simple and goes back for generations. There is a definite 
familial character about these complaints. It would appear 
likely that our vaunted civilization is responsible for the 
destruction of food values. It is often stated that sinus disease 
seen in Australia differs much from that met with in the 
British Isles and is much more prevalent. One colleague 
suggests as a contributing cause of this difference the fact that 
a fish diet is much commoner in the British Isles than in 
Australia. 

This brings me a step further. As honorary E.N.T. specialist 
to a hospital for sick children I have been faced with the 
great prevalence of “sinus disease” in young children. I have 
seen so frequently the hopeless results after ephedrine, ‘etc., 
and surgical measures, the common disappointment following 
the surgically perfect removal of tonsils and adenoids, but my 
attention has been drawn to the fact that the parents of some 
children who had been kept on cod-liver oil and iron for a year 
or more were very pleased with the children’s improvement. 
For many years cod-liver oil has had a reputation in “ chests 
and colds.” 

I developed the idea that this “ sinus disease ” was connected 
with a deficiency of vitamin A, and for years have had an 
impression that it was somehow related to faulty calcium 
metabolism. For some nine months now I have been using 
an Australian preparation of vitamins A and D in comparatively 
large doses from 50,000 to 100,000 international units of A 
and 6,000 to 15,000 international units of D daily. When 
infection is obviously present I have used an aqueous solution 
of acriflavine (1 in 1,500) for nasal instillation. In addition to 
its strong antiseptic action acriflavine appears to have a mild 
and prolonged astringent action on the “sodden” mucosa. 
Occasional antral lavages are done. in special cases, and very 
very rarely have I been reduced to more radical surgery. In 
spite of some unsatisfactory results the general impression I 
have gained is that this treatment is a distinct advance ; some 
of the results have been so remarkable that I can hardly 
believe the evidence actually before me. Two such cases I have 
recently reported to the Medical Journal of Australia, otherwise 
they would have been included in this statement. In patients 
in whom this vitamin therapy appears to do good locally there 
is also a marked general improvement, cough is diminished, 


and objective evidence of well-being.—I am, etc., 


ERNEST CULPIN. 


Observation in the Student’s Training 

Sir,—Even in times of paper shortage it may be permissible 
to give thanks. Dr. Ff. Roberts deserves our thanks. For 
many years I have taught postgraduate medical students the 
elements of statistical methods—namely, the calculation of 


and at the end of the course there is a practical examination. 
It is quite common for a student to produce an answer which 
is arithmetically impossible—for instance, a coefficient of 
correlation greater than unity; or factually impossible—for 
instance, a. death rate surpassing Goebbel’s estimate of the 
effects’ of bombing London, or one wildly optimistic. His 
common sense is paralysed. He thinks, usually rightly, that 
he has applied the correct process and does not check his 
arithmetic, not being moved by the absurdity of the result. 

Dr. Roberts’s remedy is, he thinks, revolutionary ; I should 
go further. I believe that if a young man or woman can prove 
that he or she is a trained and accurate observer in any field 
of natural knowledge he or she could be safely admitted to 
study medicine without any preclinical teaching at all. The 
technical knowledge such a student would not have can be 
acquired easily enough if he is a trained observer. That great 
naturalist, Arthur William Bacot, had never attended a course 
in biology or even possessed a modern microscope before, in 
middle life, he came to the Lister Institute. He was paid 
and deserved this compliment by an expert: “ Bacot never sees 
what isn’t there.” Not many young people are Bacots, but there 
are a good many who are trained, self-trained, observers, who 
do not identify a flying bird or a moth on a tree either by 


_At present I am inclined to the view that this class of disease ° 


the patient’s colour is improved, and there is general subjective 


death rates, standard deviations, coefficients of correlation, ete.— . 


perform what may be a life-saving operation? 


guessing or by inaccurate reminiscence of a description in a 
book. These are the salt of the earth; I think they would 
make good statisticians. and even better clinicians—I am, etc 


Loughton. MAJOR GREENWoop, 


Sin,—The article by Dr. Ff. Roberts (Aug. 26, p. 284) on 
observation in the student’s training I found to be quite enter. 
taining as an instance of the popular fallacy “ seeing js 
believing.” His remark about “ minds unclouded by erudition ” 
making “shrewd observations” is an example of what One 
may term the positive side of the fallacy. Its negative aspect 
is illustrated by his reference to the “mental costiveness” of 
civilized youth exterminating his “rudimentary powers of 
observation.” The conclusion which Dr. Roberts appears to 
invite us to make is that the untutored mind sees things as they 
are, while the vision of the erudite person tends to be blurred 
and confused. ; 

Dr. Roberts entertains us with the story of a young prac. 
titioner who sent him a case of fractured scaphoid which he 
had mistaken for a Colles’s fracture—thinking it had some 
resemblance to a dinner-fork. Truly shocking, but one wonders 
what “the highly developed powers of observation possessed 
by the primitive man ” of Dr, Roberts’s imagination would have 
made of it! It may be presumed that he at any rate would 
have no obsession about “ dinner-fork ” deformities. 

Yet with all his drawbacks I should prefer to rely on the 
judgment of the civilized youth, and what he wants is more, 
not less, civilizing to improve his thinking powers, and more 
erudition to clear his mind of its primitive fog. Unaided Vision, 


‘however acute or painstaking, is not enough. There were many 


observant naturalists before Darwin, but they observed their 
facts with less reflection. The accumulation of undigested facts 
is our present curse, which,.it seems to me, would be only 
intensified by turning medical education, as Dr. Roberts sug: 
gests, into “a naturalistic study.” Not more facts, however, 
but better theorizing ; a little less stress on the importance of 
observation-and more on sound reasoning appears to me our 
chief need in education. Believing without seeing may indeed 
lead us into error, but seeing without some rational belief leads 
us nowhere. ; 

In the excellent quotation with which Dr. Roberts closes his 
communication it is significant to note that Dickens, when 
describing a “fine fellow,” gives two points to reflection and 
erudition and one only to observation.—I am, etc., 


Kingswood, Bristol. P. T. MACDONALD, 


Psychological Medicine and the Family Doctor 


Sir,—Air Cdre. Gillespie’s lecture (Aug. 26, p. 263) is full 
of the balanced judgment and shrewd common sense which 
all who know him have come to expect. I was, however, a little 
disappointed to find the balance rather unfairly weighted in 
one particular, although I know from many conversations that 
this must have been accidental. I refer to his remarks about 
operations performed in the mistaken belief that an organic 
cause exists when the condition is really psychogenic. That 
such cases occur none would deny, although, as Air Cadre. 
Gillespie states, the number is smaller than is sometimes 
supposed. 

But what of the cases where an organic condition really 


is present and where absence of adequate physical examination 


or mistaken psychological enthusiasm leads to neglect to 
Patients with 
“broken hearts, angry fathers, sexual guilt, or depression of 
spirits” may still develop an appendicular abscess or 4 
carcinoma of the colon! Air Cdre. Gillespie’s memory of the 
patient whose innocent appendix was removed is livened by 
the fact that he survived to “flaunt his gawdy dressing-gown 
before his nurses.” My memory of a patient who underwent 


psychotherapy until the third day of faecal vomiting from 4 
carcinoma coli has the less colourful but more final background 
of a coffin. 

By all means let us recognize the importance of psychogenit 
manifestations, but at the same time let us preserve a balance, 
and remember not only the importance of the organic lesion 
but also the need to recognize it even when camouflaged among 
psychopathic foliage.—I am, etc., 


London, W.1. E. G. SLESINGER. 
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legal work, is the best adviser in such matters? 


are “purely destructive criticism.” 
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The Coroner’s Post-mortem 

Sir,—The epidemic of “ planning ” is spreading rapidly : now 
the coroners, who have not shown any signs of desiring a 
change, are to be presented with a plan. But the suggestions 
contained in the letter of Dr. H. B. May and his colleagues 
(Aug. 26, p. 288) reveal no indication of any real comprehension 
of the scope of medico-legal work. There is no reason for 
assuming that the novelty of a proposal, even of one made in 
the year 1944, is any guarantee of its value: Vixere fortes ante 
Agamemnona. 

The writers of the letter say, “ We consider that coroners’ 
post-mortems should be carried out by the hospital pathologist 
jin the area and not by general practitioners, but such 
pathologists should have had adequate experience and training 
in morbid anatomy and medico-legal work. Where a patholo- 
gist is carrying out coroner’s work for a large area it will often 
be preferable for him to be wholly employed on this work. . . .” 
We are thus left to suppose that the choice lies between the 
hospital pathologist and the general practitioner ; whereas, in 
fact, the coroner can call on any medical practitioner he thinks 
fit, This has many advantages, of which the most obvious is 
that he can call on an independent pathologist to perform the 
necropsy in any case in which the relatives make a complaint 
against the hospital. 

Most of the work done for coroners involves the simplest 
kind of morbid anatomy. Only in a very small proportion of 
cases is there any difficulty in determining the cause of death, 
and in a number at least equally small is the work related to 
the complexities of the criminal law. But many cases with 
which the coroner deals are of a kind to lead to litigation later, 
usually under the Workmen’s Compensation Acts. Are we to 
believe, as Dr. May and his friends imply, that the morbid 
anatomist, even if he has a considerable experience of medico- 
If I may be 
permitted to be as dogmatic as the writers of the letter (and 
Quod gratis asseritur gratis negatur), 1 would say that he is 
obviously not. 

A physician with a sound knowledge of pathology and experi- 
ence of medico-legal work is commonly admitted to be the 
best person to elucidate the relationship between injury or 
disease and subsequent: disability. And, if the subsequent 


disability leads to death, there is no reason for supposing that _ 


the pure morbid anatomist would be the person most competent 
to investigate. the chain of events leading to this termination. 
The Act of 1926 gave the coroners all the powers needed for 
employing the man they think most suitable ; and to suggest 
that they are incapable of choosing aright without coercion 
is a baseless aspersion on their integrity or sense or on both. 
Or is it perhaps possible that the new suggestions are really 
intended to diminish the freedom of coroners in a world in 
which liberty is becoming démodé? 

I know that some coroners, misled by the fashion for 
specialism, employ only patholegists who devote their whole 
time to coroners’ work ; but that they are ill-advised in doing 
so is surely patent. And coercion is not needed to make them 
see the error of their ways: they are as capable of seeing the 
point of an argument as are morbid anatomists. If, then, they 
come to agree with the view that the best plan is to employ 
a man with a rather wider outlook than that of many morbid 
anatomists, they will doubtless do so. 

I shall presumably suffer the same fate as Drs. Heaney, 
Turner, and Haler, because it will be said ,that my remarks 
I plead guilty, but would 
say that, when proposals have nothing to commend them, 
criticism of them ought to be destructive.—I am, etc., 

London, W.1. A. PINEY. 


Specialism 


Sir,—We learn that when Herodotus visited Egypt 300 years 


B.C. he found ,that country full of physicians, all specialists. 
If the public had its way that would soon be true of the 
medical profession here. The public, convinced of its own 
wisdom and inclined to ignore the teaching of the medical 
profession, might be advised to consider what bearing on the 
subject have the words of St. Paul in his first epistle to the 
Corinthians: “ For as the body is one and hath many members, 


and all the members of that one body, being members, are one 
body . . . If the foot shall say, because I am not the hand 
I am not of the body ; is it not therefore of the body? . . . And 
the eye cannot say unto the hand, I have no need of thee.” 

In the memorandum on national health service issued by 
King Edward’s Hospital Fund for London—a most concise and 
admirable memorandum—it is stated (p. 5, para. 8): “ The 
present tendency to divide medicine into a number of isolated 
departments must be critically considered. The various parts 
and systems of the body are connected with one another; 
they are not separate entities; and symptoms arising in ‘one 
part may be due to or associated with disease in another. 
Medicine, like the individual, must be considered as a whole, 
and undue systematic segregation of patients according to their 


-various diseases and conditions is to be avoided.” 


This point of view is probably accepted. by the majority of 
thoughtful doctors, but nevertheless many excellent, highly 
respected medical men and women are pressing for more 
specialization in their own particular fields of work—a very 
human failing of the expert apt to lay too much stress on the 
uncommon, of which he sees far more than the average. The 
maternity service, industrial medicine, administration of anaes- 
thetics—all these and an increasing number of other depart- 
ments are to be staffed by specialists. 

Undoubtedly in each of these departments ‘specialists are 
necessary, but if medicine is to progress satisfactorily they 
should, with the exception of the anaesthetist, act as consultants, 
and even in the case of anaesthetics more harm than good 
would come from restricting their administration to specialists. 
Obviously the medical curriculum is at fault if it cannot produce 
general practitioners competent to deal satisfactorily with all 
the common forms of disease and such other conditions as 
call for the presence of a doctor—such as childbirth. But it 
is essential that the general practitioner should recognize the 
limitations of his knowledge in the many fields his work neces- 
sarily ranges over, and be ready to call in the consultant as 
soon as those limitations are neared. To produce a competent 
general practitioner the curriculum needs drastically pruning, 
so that important branches may develop satisfactorily and 
produce this much-needed fruit. The desired result would be 
more quickly attained if students would bear in mind the 
saying of Sir Robert Hutchison: “No one is too good to be 
a general practitioner.” 


One weakness of the White Paper on a National Health - 


Service is that it envisages the general practitioner as sub- 
ordinate to the consultant and specialist. Such a position is 
not satisfactory to either doctor or patient. Consultants and 
specialists are doing. essential work, but the first line of defence 
is held by the general practitioners. If the general practitioner 
service is at present unsatisfactory it must be improved, but 
this will not be done by making the best, represented by the 
specialist, the enemy of the good, the general practitioner.— 
lam, etc., 


London, W.8. HaROLD H. SANGUINETTI. 


Service Medicine 


Sir,—As one who has been, in addition to looking after my 
own private practice, a “civilian medical practitioner” under 
contract in charge of an R.A.F. station since its inception over 
four years ago, and also more of an administrator than a 
clinician in the last war, perhaps my experience may be helpful. 

I am in charge of two wards—five beds in one for R.A.F., 
three beds in the other for W.A.A.F. personnel, with one cor- 
poral medical orderly (R.A.F.) and two W.A.A.F.. medical 
orderlies. Officially patients are not allowed to remain in the 
wards for longer than 24 hours, but unofficially one allows 
this when and where necessary. I take sick parade every morn- 
ing, inspect cookhouse, etc., and advise the C.O. when necessary 
on-hygiene. Further, I have given lectures on first aid and 
V.D. and am “on tap” for any emergencies. It will be 
appreciated, then, that I am, to all intents and purposes, an 
M.O. without uniform. I serve, of course, under the immediate 


supervision of the Wing M.O., but in some matters I am directly 
responsible to the S.M.O. (Group). 

In my opinion the advantages of the R.A.F. Medical Service 
far outweigh those of civilian practice, and I am writing more 
from the point of view of the patient. 


(a) There is a complete 
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history sheet kept up to date since enlistment. (b) There is a 
plentiful supply of drugs; if there are any drugs which are 
neither held in stock nor at Wing H.Q. and for which one has 
a penchant, authority is given to obtain them by local purchase. 
(c) There are wards into which patients can be admitted for 
observation, investigation, and treatment. (d) Specialists are 
always available for any type of case, and, if urgent, appoint- 
ments are expedited. (e) Paper work, to my mind the most 
irksome but very necessary part of the routine, is done by the 
medical orderlies, although this does not absolve one from ignor- 
ance of “orders.” Here I think is the crux of the matter ; the 
medical orderlies must know and-do their part, and if they 
are efficient the medical branch of the station is efficient, and 
hence the medical service as a whole is efficient; it is up to 
the M.O. or C.M.P. to see that they are au fait. with the 
regulations. ; 

Maybe, under State insurance, if we doctors have someone to 
‘take off our shoulders the tedious writing, etc., which we have 
to do now in civil practice, we shall have more time to devote 
to the clinical aspect of medicine, as is definitely the case in 
Service medicine.—I am, etc., 
Norwich. P. B. CorBetrt. 


Social Background of the Future Doctor 


Sir,—The recent medical questionaries provide some interest- 
ing social information. They permit an estimate of how far the 
various strata of our society contribute their sons and daughters 
to the profession of medicine ; and these relative contributions 
can be compared with the proportions of these strata in the 
general population (as judged from the census returns). In 
the following table the grouped percentages show the social 
origins of medical students and of doctors, on the basis of 
the occupations of their fathers. For comparison the estimated 
percentage distribution of approximately, the same occupational 
groups in the general male population is given. 


Fathers Fathers General R.-G.’s 
Occupation of of Male Pop.| Social 
Students! | Doctors? | (approx. Classes 
Company director, higher pro- 
fessions, Civil Service higher ‘ 
des, independent. . ie 87 86 20 I and if 
Salaried —clerical, salaried 
man: , teacher, proprietor, 
retail iness, farmer ag 
Skilled clerical— 
wages, shop assistant, Civi 
Service lower grades 6 5 80. IV. 
Others—weekly wages, factory, and V 
tra rt, mining, etc. 5% P 
No reply 7 9 
100% 100% 100% 
1B.M.S.A. inquiry, Supplement, Aug. 19, p. 40. : 
of B.L.P.O. 


2 B.M.A. inquiry, provisional figures, by courtesy A 
3 i -General’s Decennial Suppt., 1931, Pt. Ila. The figures are similar 
whether all males or husbands of ied women are used. 


Two conclusions emerge from this table. First, that roughly 
20% of all families (the so-called upper and middle strata, 
including the professional classes) contribute between 80 and 
90% of our doctors, while the remaining 80% or so of families 
(constituting what is often termed the working class and includ- 
ing most weekly wage-earners) contribute no more than about 
5 or 6% of the profession. Secondly, that the proportional 
contribution of these two broad social groups in the present 
body of students is not materially different from that in the 
previous generations. Evidently we are very far from a position 
where we are recruiting into medicine all sections of the com- 
munity proportionately. The Planning Committee of the Royal 
College of Physicians and: the Goodenough Committee both 
stress the discriminating effects of financial disability, in a long 


cation and the latter adequate grants throughout training, 
including maintenance provision. The Goodenough Committee 
considers that unsuitability should be the sole barrier to a 
medical career, and suggests that the newer scientific aptitude 
tests might assist in the selection. These are important and 
wise suggestions. In the post-war world surely no nation will 
be able to afford to neglect its intellectual resources by drawing 


technical training. The former recommends free university edu- - 


its doctors from a narrow and economically favou i 
On the contrary it will be necessary to desilop the tear 
every boy and girl, and give to each an equal opportuni 
whether the father be professional man, manager, or ma %, 
worker.—I am, etc., nual 


London, W.1. P. D’Arcy Harr, 


Freedom to Publish 


Sik,—In your note under the above heading in the Journal 
of Aug. 12 (p. 219) you speak of appealing to the largest 
employing authority in the country to treat its medica] Staff 
reasonably, and you call upon practitioners to bring pressure 
to bear at all points to protect their freedom to publish 
I think this moderate and apologetic tone, now so frequently 
employed by the profession over medico-political questions, js 
greatly to be deprecated. Is it not time that we became very 
much more truculent and, in some directions, stated clearly 
what we will accept and what we will not accept from governing 
bodies and outside authorities generally, and by standing 
together get exactly what we want, becoming the hammer 
instead of the malleable metal for a change?—I am, etc,, 


Cyrit G. Eastwoop, 
Weston-super-Mare. Medical Officer of Health. 


Wooden German Bullets 


‘Sir,—In the Journal of Feb. 6, 1943 (p. 170), I recorded the 
x-ray appearances of five types of bullets the German airmen 
were loading in their machine-gun belts. By the courtesy of 
a Naval friend recently back from the fighting at Cherbourg, 
I am able to show the x-ray appearances of a round of rifle 
ammunition with a wooden bullet instead of the customary 
metal variety. I am told that the Germans became hard 
pressed for ammunition at Cherbourg and resorted to this 
wooden bullet type of ammunition, which was found to be 


effective up to about 100 yards. The present reproduction of 
a radiograph was made with the complete cartridge and bullet 
placed between a patient’s leg and the film. The wooden bullet 
is practically invisible to x rays. Ata short range of 100 yards 
the wood breaks up on striking solid structures such as bone, 
and the scattered fragments are not likely to be localized by 
radiological methods.—I am, etc., 


London, W.1. NorMaAN P. HENDERSON. 


According to Raettig (Disch. Militdrarzt, 1944, 9,°5) the erythrocyte 
sedimentation rate is remarkably low in typhus. In the first week 
of the disease it remains at the higher limits of normal and there 
after slowly rises. The low sedimentation rate is an important help 
for early diagnosis of typhus before the outbreak of the exanthem 
because in those diseases from which it should be differentiated the 
rate is high. 
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Sirk ARTHUR HURST 


A fellow pilgrim writes : 

Although it was not my good fortune to know Arthur Hurst in 
the days of his greatest activity, I have had the privilege of his 
friendship now for a number of years. His was a rare and delight- 
fal personality. His gifts, which were truly remarkable, he used 
gsparingly and with unflagging energy in the advancement of medi- 
al knowledge, in teaching and inspiring others in * the research 
nd study of the secrets of Nature by way of experiment,” and, 

in following the precepts of Harvey, in promoting ‘‘ mutual love 
md affection among physicians.”” Hurst had the internationalism 
af medicine much at heart, and in 1928 led a small company of 
physicians on the first of a long series of annual pilgrimages to 
foreign medical schools. On these occasions he was seen at his 
test and happiest. An excellent linguist, he was familiar with the 
best Continental literature and the work of the best men. He was 
warmly welcomed wherever he went and gave many lectures on his 
own subject, using French or German with equal felicity. His 
fellow pilgrims will long treasure the memory of these delightful 
visits under his leadership. 

Hurst was no specialist, and his interests and many contributions 
to medical literature covered a wide range of subjects. Of gastro- 
enterology he was an acknowledged master with a world-wide repu- 
tation, and his original studies of intestinal function by means of 
radiology, his work on visceral sensation, and his conception of/an 
ulcer diathesis, have laid the foundations of modern gastro-entero- 
fogy. He was largely instrumental in founding in 1937 the Gastro- 
Enterological Club of Great Britain and became its first president. 
‘ Great though his gifts were, and enduring as much of his work 
will be, it was his courage, his fortitude in overcoming the adversi- 


' ties of physical handicap and ill-health, which endeared him most 


to those who knew him best. No complaint ever fell from his lips. 
He accepted his burden and made light of it, so that even the 
frequent episodes of infirmity were taken for granted. They seemed 
to spur him to ever greater efforts, and like Wordsworth’s happy 
warrior, he “‘ turned his necessity to glorious gain.” But it had been 
only too evident of late that his strength was slowly failing. The 
evening before his death he was one of a small group of younger 
men, and, though gravely handicapped, dominated the company, as 
was his wont, with incisive comment and argument in a discussion 
as to the most important advances in medicine during recent years. 
On the morrow he worked at an autobiography which he had long 
been writing, and the end came peacefully while he was engaged on 
this congenial task. Arthur Hurst died as he would have wished, 
at work, his fine intellect undiminished after a full life lived to much 
purpose. A great physician, a brilliant teacher, and a most lovable 
n, his death will occasion widespread sorrow, his life deep 
ankfulness. 


Dr. Alex. Patton writes: 

May I add a humble tribute to the memory of a great genius? 
In a world where so many able teachers fail to transmit even ideas 
of value, William Osler and Arthur Hurst—heard once only across 
the years—remain as an abiding beacon of charm and lucidity. So 


language becomes in the hands of these rare spirits a beautiful 
garment to clothe refulgent thought. ‘ 


The death of DouGtas AsHLEY MiTCHELL, M.D.Lond., 
F.R.C.S.Ed., as the’ result of a motor collision is little short 
of disastrous to Bath and district. He had worked as specialist 
obstetrician and gynaecologist since 1930, when a _ special 
gynaecological and obstetric department was formed in the’ 
Royal United Hospital largely as the result of his enterprise 
and enthusiasm. Two years later arrangements were made for 
the city maternity hospital service to be centred in the Royal 
United Hospital under the general direction of Mitchell and 
his staff. During the last war Douglas Mitchell served with 
the Royal Navy, retiring with the rank of lieut.-cmdr., and 

took up general practice at Midsomer’ Norton. He soon 
found his special interest and moved to Bath. A member of the 
B.M.A. since 1911, he served as chairman of the Bath Division 
during 1936-7. He was elected to Membership of the Royal 
College of Obstetricians and Gynaecologists in 1933 and was 
the author of several articles in the medical journals. He made 
himself universally beloved by all his colleagues and by a large 
circle of patients, and his loss will be mourned throughout the 
district as that of a close personal friend.—R. G. G. 


We regret to record the death by enemy action of 
. LUTHER JAMES SouTTER. His eldest son, Ian, a medical 
student, was killed on the same occasion, and his wife was 


often a babel, and not only in Aesculapian counsel, the English . 


injured. Dr. Soutter was born on Dec. 13, 1898, the son 
and grandson of doctors. From Tollington School he entered 
Westminster Hospital with a scholarship, and won several prizes 
on his way to graduating M.B., B.S.Lond. in 1922. After work- 
ing as house-physician and house-surgeon at the Westminster 
he took over his father’s practice at Highbury and quickly 
gained the regard and admiration of his patients. In addition 
to his many professional duties he played a prominent part ‘in 


- A.R.P. work in the borough of Hornsey, where he was medical 


officer “of a mobile unit; he will be sadly missed among the 
Civil Defence personnel of the borough. A congregation of 
some 700 colleagues, friends, and patients attended the funeral 
service at Highbury Quadrant Church. Dr. G. F. Rigden, 
Hornsey A.R.P. medical officer, in a high tribute paid to his 
colleague in the local newspaper, has written: “The Hornsey 
mobile units, largely owing to Dr. Soutter’s energy and fore- 
sight, were pioneers at working at the incident immediately after 
it occurred, work which was not their original function but 
which has now been generally adopted and recognized as 
invaluable.” 


News has reached this country of the death on June 25 in 
Victoria, British Columbia, of Dr. IVAN WittIAM MACKINNON, 
who had been a member of the B.M.A. since the year in which 
the Association held its Annual Meeting at Winnipeg. Dr. Mac- 
Kinnon studied medicine in Montreal and Edinburgh; he 
graduated M.D., C.M. of McGill University in 1902 and took 
the Scottish triple qualification in 1906. He had been house- 
physician to the Royal Victoria Hospital, Montreal, and house- 
surgeon and senior cliniaal assistant to the London Throat 
Hospital ; and during the last war he served with the rank of 
captain, R.A.M.C. (T.). For some little time before the present 
war he had made voyages as a ship surgeon. 


The Services 


Temp. Surg. Lieut. A. Finlayson, R.N.V.R., has been mentioned 
in dispatches for great skill and devotion to duty in the care of 
survivors from ships which were sunk on the hazardous passage te 
North Russia. 

Temp. Surg. Lieut. E. Fowler, R.N.V.R., has been mentioned in 
dispatches. This name appears in a list of awards for outstanding 
courage, skill and devotion to duty in certain of H.M. ships in 
action with German destroyers. 

Acting Wing Cmdr. R. H. Winfield, A.F.C., R.A.F.O., has been 
awarded the D.F.C. in recognition of gallantry and devotion to 
duty in the execution of air operations. 

Capt. (Temp. Major) J. G. Reid, R.A.M.C., has been appointed 
M.V.O. (Fourth Class). 

The London Gazette has announced the following appointments, 
awards, and mentions in recognition of gallant and distinguished 
services in Italy: 

C.B.E. (Military. Division)—Brig. (Temp.) S. Arnott, D.S.O., late 
R.A.M.C.; Lieut.-Col. (acting Col.) C. H. Playfair, O.B.E., 
R.C.A.M.C. 

O.B.E. (Military Division)—Col. E. C. Beddows, M.C.; late 
R.A.M.C.;, Col. (Acting) J. W. Hirst, T.D.; Col. (Temp.) C. E. 
Eccles; Lieut.-Col. F. A. Roddy; Majors (Temp. Lieut.-Cols.) W. C. 
Alford, R. Armstrong, J. A. Binning, G. W. Crimmin, A. L. d’Abreu, 
I. D. Easton, C. D. Evans, J. L. Gordon, F. H. Hollingshead, A. M. 
Hughes, M.C., T.D., W. H. M. Jones, T.D., F. P. L. Lander, 
W. D. F. Lytle, A. S. Pern, T.D., R. W. Scott, E. J. Selby, R. W. D. 
Turner, and R. B. Wright, R.A.M.C.; Lieut.-Col. R. C. Dickson, 
R.C.A.M.C, 

M.B.E. (Military Division)*-Capts. (Temp. Majors) J. B. Barr, 
W. R. West-Watson, G. Blackburn, C. D. P. Jones, R. Kauntze, 
D. G. Liversedge; Capts. G. H. M. Hemsted, A. Henderson, and 
A. E. O’Donnell, R.A.M.C.; Capt. M. S, R. Rao; I.A.M.C. 

D.S.0.—Capt. (Temp. Major) F. J. O’Dowd, I.A.M.C. 

M.C.—Capts. J. G. Macarthur, R. J. N. Pellow, W. H. Lang, T. 
McCarroll, and L. J. Samuels; Lieuts. F. H. Leckie, and T. Notman, 
nema Capt. F. Martin, R.C.A.M.C.; Capt. H. L. Bhatia, 

Mentioned in Dispatches.—Major-Gen, (Acting) R. W. Galloway, 
C.B.E., D.S.O.; Brig. (Temp.) W. P. Croker; Majors (Temp. Lieut.- 
Cols.) W. C, Alford, H. Allan, M.C., W. M. Capper, R. W. Hendry, 
and D. T. Swift; Capts. (Temp. Majors) J. W. L. Bain, H. J. Bell, 
H. W. Burge, D. J, Campbell, S. Carter, H. J. Croghan, V. Downie, 
M.C., P. R. Evans, T. D. W. Fryer, C. C. Hurst, J. Irvine, D. B. 
Jagger, T. G. S. James, J. G. Jamieson, J. W. Litchfield, R. B. 
Robertson, M.B.E., J. McL. Ross, C. V, Salisbury, V. A. J. Swain, 
N. G. G. Talbot, E. Townsend, M.C., W. S. Tulloch, and R. H. 
Webber; Capts. K. M. Bell, A. M, Brown, N. C. Coombs, F. H. 
Counihan, J. Cumming, J. S. Davidson, T. C. H. Davies, W. A. 
Dewar, F. R. Duggan, S. M. Gill, J, G. Gow, C. J. Hodson, H, J 
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Holloway, C. W. Marshall, R. D. Rutherford, R. W. Temple, and 
H. A. Wells; Lieut. R. H. Hughes, R.A.M.C.; Col. G. R. D. 
Farmer, Lieut.-Col. R. W. Richardson, Major D. A. Young, Capts. 
Cc. A. Campbell, H. V. Slemon, D. A. Wanklyn, R:C.A.M.C.; 
Acting Subadar-Major K. L. Sharma, 1.A.M.C. 

The London Gazette has announced the following awards in 
recognition of gallant and distinguished services in Normandy : 

D.S.0.—Majors (Temp. Lieut.-Cols.) D. M. Ahern and E. I. B. 
Harvey, and Capt. (Temp. Major) A. D. Young, R.A.M.C. 

Bar to the M.C.—Capt. (Temp. Major) P. K. Jenkins, M.C., 
R.A.M.C. 

M.C.—Capt. (Acting Major) L. V. MacDonald; Capts. G. R. 
Clark, J. C. F. Cregan (attached Special Service Troops), W. R. 
Lamb, G. P. McGowan, J. C. R. Nuttall-Smith, G. S. Sheill, P. H. 
Tasker (attached Special Service Troops), J. C. Thom (since killed 
in action), D. J. Tibbs, W. W. Yellowlees; Lieuts. G. M. Ashurst, 
D. M. de R. Winser (attached Special Service Troops), R.A.M.C. 

The following awards have been announced in recognition of 
gallant and distinguished services in the field: 

D.S.O.—Major H. A. Procter, R.C.A.M.C. 

M.C.—Capts. L. E. Cowan and J. A. Patterson; Lieut. J. L. 
Heaslip, R.C.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 
Major Ewan Borteau RotHeRHAM, son of Dr. and Mrs. F. H. 
Rotherham of Grimsby was born April 27, 1997. From Uppingham 
he went to the London Hospital, qualified in 1932, and took the 
M.B., B.S.Lond. in 1933 with honours and distinction in obstetrics 
and gynaecology, after which he practfSed at Grimsby. He volun- 
teered at the outbreak of war and went to France in February, 


1940. He was through Dunkirk, and went over-seas again in May, | 


1942, being promoted to major six months later. He was reported 
on April 26, 1944, as lost af sea on Feb. 12, 1944, and is now 
presumed killed in action. He was a member of the B.M.A., and 
before the war served on the local executive. Mr. Guy Pulvertaft 
writes: The news of Ewan Rotherham’s loss at sea was a hard 
knock to those who knew and loved him, and it is difficult to 
express in words all that he meant to us. Ewan came from the 
London Hospital in 1933 to work in practice with his. father and 
was soon recognized as a future leader among us. He was always 
well informed of recent work, and enriched his knowledge with a 
tenderness and devotion which was an inspiration to those who 
saw his work. Paediatrics held his keen interest, and his special 
gifts were gaining him a growing reputation. In early 1940 Ewan 
received his commission in the R.A.M.C. and in the Army he found 
his fullest expression. Those who were honoured by his friendship 
and saw him during brief periods of leave could not fail to be 
struck by his inward happiness and peace, seen only in those who 
have no fear of life. His friends mourn him and their hearts go 
out to his dear ones who face the future here without him. 


Killed on active service in Normandy—Major F. H. Lloyd, 
R.A.M.C. 


DEATHS IN THE SERVICES 


Lt.-Col. Owen ALFRED ROWLAND BERKELEY-HiLL, I.M.S., is 
reported to have died recently at Ranchi, India. He was the son 
of the well-known University College Hospital surgeon and was 
educated at Oxford, Géttingen, and University College Hospital, 
London. He qualified with the London Conjoint Board in 1905, 
took his university degrees in the following year, the D.T.M. in 
1907, and proceeded M.D.Oxon in 1914. He gained the first place 
at the entrance examination for the I.M.S. in 1907 and later special- 
ized in mental diseases and psychology and became the leading 
authority on those subjects in India at a time when they had been 
much neglected. When it was decide to move the very out-of-date 
lunatic asylum from Calcutta, which had previously been a sub- 
ordinate charge of the senior resident surgeon of the neighbouring 
European General Hospital, and to build a modern institution in 
the country near Ranchi in Chota Nagpur at an elevation of some 
2,000 feet, Berkeley-Hill was chosen to organize and superintend it, 
which he did with characteristic thoroughness. Apart from war 
service in East Africa he spent the remainder of his time in the 
Ranchi post. After his retirement from the Service he lived in 
England for some years with his wife, an Indian lady, and several 
children, but subsequently returned to Ranchi to end his days there. 
His work in organizing the first modern mental institution will 
live after him, and he contributed a number of papers on his 
specialty to medical journals. Socially he was the wittiest of com- 
panions and a great talker. Officially he was difficult to deal with, 
but he was successful in his insistence on the new mental hospital 
being really up to date at whatever cost. It will be long before he 
is forgotten by those who knew him well. 

Major P. Heffernan, I.MLS. (ret.), writes: Endowed by Nature with 
a brilliant intellect, a needle-like wit, and an unsurpassed power of 
instantaneous repartee, as well as with a considerable amount of 


ital impishness, Berkeley-Hill 
congenital impishness, Berkeley-Hill laid himself ou 

his life to debunk pompgsity and stupidity in high places, 
on more than one occasion both India and Africa became al 
too hot to hold him. In his specialty he was far in advance of his 
time, and his contributions to scientific journals written years a 
compare favourably with those of to-day’s psychiatrists and pat: 
remarkably modern in outlook. His son, a pilot officer in the Royal 
Air Force, was killed in the defence of Malta two years ago. 


Universities and Colleges 


— 


‘ 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on July 29 the following medical degrees 
were conferred : 

M.D.—*T. B. L. Bryan. 

M.B., B.Cuir.—T. S. L. Beswick, *D. G. 
Crockett, *P. D. B. Davies, *P. J. De Vescovi, *H. J. Dismorr A. 
Dudgeon, *M. A. Floyer, *P. H. Friedlander, *J. W. Fullerton, C. Eq! 
Green, *J. A. Harrington, *C. E. Hartley, *R. F. Hollick, *N. 'S. Hooton, 
*W. R. Horsfall, *R. E. Irvine, *W. Kwantés, *J. Lorber, *M. B. Matthews, 
*J. R. May, M. Newton, *K. N. V. Palmer, *M. B. Paul, *P. B., Philip-Smith, 
*P. D. G. Pugh, *G. F. Roberts, *J. Roche, *B. Schofield, *J. A. Shiers. 
*J. F. N. Sidebotham, *C. A. Storr, *J. M. Stowers. *M. Symons, *R, G’ 
Turner, *D. R.-D, Vanstone, *B. H. Vawdrey, *D. G. Veater, *P. 
Westall, *V. H. Wilson, *A. P. Wingate,-L. Wolman, *G. S. Yeoh. 7 

*By proxy. 

An announcement appears in the University Reporter inviting 
applications for the post of whole-time secretary of a committee 
appointed to arrange, on behalf of the Ministry of Health, for the 
provision of postgraduate instruction in the Eastern Counties for 
medical officers released from the Forces. Applicants should be 
graduates in medicine. The appointment is temporary and will bé 
for one year in the first instance. The salary will not exceed £1,000 
a year, non-pensionable, with an allowance for travelling expenses. 
Applications should be sent before Oct. 2 to the Registrary, Univer- 
sity Registry, Cambridge. 


Bratherton, *D. Brazier, *G. 


UNIVERSITY OF LIVERPOOL 


As a result of collaboration between Liverpool University, the Liver- 
pool City Council, and the Royal Liverpool Children’s Hospital, 
who will share the cost, a Department of Child Health has been 
established within the University, and will be opened by the Minister 
of Health in the autumn. 

Dr. Norman B. Capon, F.R.C.P., has been appointed part-time 
director of the new department, and has been given the title of 
Professor of Child Health while holding that post. He has been 
lecturer in diseases of children in the University since 1935 and he 
is also a lecturer in clinical medicine. The new department will 
be concerned not only with the investigation of diseases of child- 
hood, ‘but also with the preservation of good health, physical and 
mental, during the early years of life. Its staff will consist of 
members of the staffs of Alder Hey Children’s Hospital, belonging 
to the Liverpool Corporation, and of the Royal Liverpool Children’s 
Hospital, and will include both full-time officers and part-time 
officers who, like Prof. Capon, will combine private practice with 
their departmental duties. 


UNIVERSITY OF GLASGOW 


Dr. Thomas Ferguson, deputy chief medical officer, Department 
of Health for Scotland, has been appointed to succeed Prof. 
James M. Mackintosh as Professor of Public Health in the 
University. The incumbent of this chair is associated with the 
work of the Corporation Public Health Department. Dr. Ferguson 
graduated M.B., Ch.B.Ed. in 1922. He became a member of the 
Home Office Medical Board for Silicosis in 1929, and a year later 
was appointed H.M. Medical Inspector of Factories in Scotland, 
with headquarters in Glasgow. He joined the staff of the Department 
of Health for Scotland in 1933. ‘ 


SOCIETY OF APOTHECARIES OF LONDON 


At a recent meeting of the Court of Assistants, with Mr. L. Vernon 
Cargill, Deputy Master, in the chair, Dr. J. P. Hedley was elected 
Master for the ensuing year and Dr. H. F. Powell and Dr. C. Tt 
Parsons, Wardens. Rear-Adml. C. P. G. Wakeley succeeded Sif 
Hugh Lett as the Society’s representative on the Governing Body of 
the British Postgraduate Medical School; and Dr. H. Seaward 
Morley was appointed to represent the Society on the Negotiating 
Body of the British Medical Association. 
mea was bestowed upon Sir Buckston Browne, LL.D; 


The Diploma was granted upon examination to D. Cappon, 


E. A 
Humphrey, I. W. Williams. L. J. Wood, R. W. Barr-Brown, K. R. } 


~ 


Typhoic 


The Honorary Diplomig 


Coates, N. J. Caldwell, T. H. Eustace, I. P. D. W. Skempton, A. E, Budi 
A. H. Pote. 
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No. 33 
{NFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
§atistics in the British Isles during the week ended Aug 19. 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
week last year, for: (a) England and Wales (London included). (b) 
Jondon (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
ge for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
yo return available. 


: 1944 1943 (Corresponding Week) 
Disease 
fa) |b) | (a) | (b) (c) | (d) | (e) 
Deaths 1 1 
Divhtheria 393} 10) 132] 94) 14 527) 29) 141) 61) 24 
Dysentery 248} —] 198] 19] 89} — | — 
Deaths —|— 
Encephalitis lethargica, 
Deaths 
Deaths 
Infective enteritis or 
diarrhoea under 2 
Deaths 58} 4) 47) 15 48; 10) 8 28) 16 
Measles* 1,606} 39) 78} 23) 20% 1,049) 53) 18 7 
Deaths — 1 1 
Ophthalmia neonatorum | 90) — | — 
Pneumonia, influenzal} 345 7 4 1 2 312} 16 4 1 3 
Deaths (from  influ- 
enza) su aie 5 1 3 — 9 3 1} — 1 
Pneumonia, primary 133} 10 122) 12 
Deaths ur 22 4 2 12 7 3 
Poliomyelitis, acute 14) — 10) 1) — 16 1) — | — 
Deaths 
Puerperal fever . . 10 1} 17 
Deaths 
Puerperal pyrexia 134) 11] | 157| 12) 
Deaths wie 1 
Deaths 
Scarlet fever 1,068} 24] 181] 29| 1,516] 131| 221) 48] 55 
Deaths 
Typhoid fever .. 8] — 3} 10 3 13 2 B35" 24 
Whooping-cough* 1,603} 60} 68| 7) 2,015| 122) 90| 19| 22 
Deaths = 3 3}; — 2 1 12) — 5 1 2 
Deaths (0-1 year) .. | 26) 88] 32) 19] 326) 39| 50) 56) 39 
Infant mortality rate 
(per 1,000 live births) 
Dedths (excluding still- 
births) | 3,853) 570] 558] 177| 921 3,741] 525] 545| 186] 136 
Annual death rate (per 
1,000 persons living) 12-8} 11-5} § 12-3} 12-2) § 
Live births iy -. | 6,406) 496) 941] 325) 288] 5,889 45 
I rate per 1,000 88: 703) 886} 370) 2 
persons living .. 19-1] 21-1] g 18-1 24-3] § 
Stillbirths 226; 20 193) 14 
Rate per 1,000 total . a 
births (including 
stillborn) .. a 21 39 
* Measles and whooping-cough are not notifiable in Scotland, and the returns 
therefore an approximation only. 


tIncludes primary form for E inistretive 
ngland and Wales, London (odministrative 


* Includes puerperal fever for England and Wales and Eire. 
to evacuation schemes and other movements of population, birth 


and death rates for Northern Ireland are no longer available. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales notifications for whooping-cough were 
159 higher than last week, and for dysentery 121 higher. The 
incidence of measles and diphtheria fell by 189 and 35 
respectively. 

For the first time the. notifications of diphtheria, which is 
more prevalent in the north than in the south, were fewer than 
400. Only 53 of the 393 cases were recorded in the combined 
regions of London, south-east, south-west, south midlands, 
and eastern counties. There were local variations in the trend 
of whooping-cough: in. the south-east and south-west there 
was a rise of 121, and in the west midland counties of 65; 
in the south midlands the notifications fell by 79. In the 
southern counties a fall of 139 was recorded for measles 
notifications. 

The incidence of dysentery, with a jump from 127 to 248 
cases, has reverted to the high level of the first six months of 
the year. There were new outbreaks during the week in 
Cheshire 30, Durham 18, Essex 16, Leicestershire 14. The 
other principal centres of infection were Lancashire 35, Glam- 
organshire 34, London 14, Surrey 14. , 

In Scotland there was a rise in the notifications of diph- 
theria 29 and of dysentery 17, the latter being due mainly to 
the large increase, from 24 to 45, reported from Glasgow. There 
was also a small increase in Edinburgh, from 21 to 25. 

_In Eire the large rise of 81 in the notifications of diarrhoea 
and enteritis under the age of 2 was contributed by Dublin C.B., 
where there. were 107 cases compared with 7 in the preceding 
week. The incidence of typhoid fell from 23 to 10. 


Poliomyelitis in America 
The incidence of poliomyelitis in the U.S. is at the highest 
level since 1916. Since the beginning of the year 3,315 cases 
have been reported, this betig almost 1,000 more than in the 
same period of last year. 


Week Ending August 26 


The notifications of infectious diseases‘in England and Wales 
during the week included : scarlet fever 1,071, whooping-cough 
1,316, diphtheria 410, measles 1,114, acute pneumonia 321, 
cerebrospinal fever 30, acute poliomyelitis 25, dysentery 299, 
paratyphoid 14, typhoid 8. 


Medical News 


A sessional meeting of the Royal Sanitary Institute will be held 
at the Civic Offices, Swindon, on Saturday, Sept. 30, at 10.30 a.m., 
under the chairmanship of Dr. Thomas Orr, with Dr. Llywelyn 
Roberts as honorary local secretary. 


The Nuffield Provincial Hospitals Trust, on the recommendation 
of the standing committee of the Trust’s Scottish Advisory Com- 
mittee, have made a grant in aid of further research in neonatal and 
infant problems to be carried out by the Department of Child Life 
and Health of Edinburgh University at the Simpson Maternity 
Pavilion, Edinburgh. The grant, which will be made for an initial 
experimental period of three years and will cover the appointment 
of a specially qualified nurse-expert and teacher, will allow a planned 
and detailed study of the important physiological preblems of early 
nutrition and infant dietetics to be made. In addition to infant 
dietétics and particularly of breast feeding, the problem of pre- 
maturity which plays a large part in infant mortality during the first 
month will he dealt with. The research will be directed by 
Prof. Charles McNeil, and the experiment will be under the auspices 
of the University and the Royal Infirmary of Edinburgh. It is 
hoped that this research will have practical results which, when 
embodied in the teaching of medical students, pupil midwives, and 
pupil health visitors, will raise the general standard of infant health 
and reduce infant mortality. 


The Ministry of Health has issued a memorandum (Circular 
106/44) concerning the use of mobile first-aid units. The memoran- 
dum has been prepared in the light of practical experience of the 
operation of the units where they have been in use during raids. 
It should be of interest to all medical officers in the first-aid post 
service, and the Minister desires that it should be made available to 
thefh. A sufficient number of copies for this purpose is being sent 
to the County Medical Officer or M.O.H. 


The organizing committee of the Institution of Chemical Engineers 
has decided to postpone the joint conference on instruments for 
the automatic controlling and recording of chemical and other pro- 
cesses, which was to have been held in London on Sept. 22 and 23. 
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All communications with regard to editorial business should be addressed to THE 
EDITOR, British MepicaL Journat, B.M.A. House, Tavistock Square, 
Lonpon, W.C.1. TertpHone: EUSTON 2111. TeELecrams: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contfary be stated. 


Authors desiring REPRINTS should communicate with the Publishing 

Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 

Authors over-seas should indicate on MSS. if reprints are required, as proofs 

afe not sent abroad 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 

TELEPHONE: EUSTON 2111. TeLeoraMs: Articulate Westcent, London. 


MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
TELEPHONE: EUSTON 2111, TeLeorams: Medisecra Westcent, 
ndaon, 


B.M.A. Scottish OFrtce: 7, Drumsheugh Gardens, Edinburgh. 


. ANY QUESTIONS ? 


Acetum Opii 


Q.—What is the formula for tinct. opii acetatis ? I remember seeing 
it in an old edition of Neligan’s “‘ Dublin Pharmacopoeia.” It was 
claimed that it did not give rise to headache or digestive disturbances. 
I heard it said it was the same as nepenthe. 


A.—In Neligan’s Medicines, their Uses and Mode of Administra- 
tion (second edition, Dublin, 1847), page 234, acetum opii is described 
as follows: “ Acetum Opii, D.E., Opium (Turkey, D.), 3 iv; dis- 
tilled vinegar, Ib. j (fi. 5 x E.); triturate the opium (cut into small frag- 
ments, E.) into a pulp with a little of the vinegar, then add the 
remainder of the vinegar, magerate in a close vessel for 7 days, 
frequently agitating, then pour off the supernatant liquor (strain 
and express strongly, E.), and filter. This preparation of opium 
is preferred by many to laudanum as being less apt to occasion the 
disagreeable subsequent effects of the drug. According to Mont- 
gomery, twenty drops are equivalent to thirty of the common 
tincture of opium. Dose, min. viij to min. xxv.” 


“ Lobster Claw ” Deformity of Hand 

Q.—This photograph is of a congenital deformity, as follows: 
The middle and ring fingers missing from the left hand; also the 
middle two metacarpals. The 
‘child is a male aged 1} years, with 
no other apparent deformity. The 
parents are both healthy and so 
far as they know there was no such 
deformity previously in either of 
their families. 


A.—The congenital malforma- 
tions of the hand’ show a very 
large number of variations from 
complete absence of bony skeleton 
to supernumerary digits. The 
almost endless number of these 
variations makes it impossible to 
classify them all from minor 
variations to complete disorgan- 
ization of the normal architecture, 
but there are certain well-recog- 
nized types. One of these is called 
the “lobster claw” deformity, 
in which the hand is more or less 
split into two parts, the fingers 
being fused into a radial and an 
ulnar group. One or more of 
the metacarpals or phalanges may 
be missing and various bony fusions may occur. This patient would 
appear to present an extreme degree of this type of congenital 


abnormality. 

Blood-letting Apparatus . 
Q.—What is the most convenient apparatus for blood-letting in 
general practice? This procedure, performed at regular intervals, 
is much in favour again for high blood pressure—hence the request. 


A.—The, most convenient apparatus for blood-letting in general 
practice, I think, is the set-up used by the Emergency Blood Trans- 
fusion Service. This consists of a modified pint milk bottle fitted 
with an aluminium screw cap with a 4-mm. rubber liner inset. The 
aluminium cap of the bottle is perforated with two holes 3 mm. in 
diameter. In order to take blood a sphygmomanometer cuff shduld 
be placed round the arm of the donor and pumped up to a level of 
approximately 80 mm. of mercury. A sterile taking set is then 
unpacked. This consists of a large needle, to which is attached a 
short length of rubber tubing plugged with cotton-wool, which is 
pushed through one hole in the cap of the bottle to serve as an air 


Letters, Notes, and Answers . 


- intradermally over the vein before inserting the needle, 


vent. Through the second hole is pushed another needle to whi 
is attached a longer piece of rubber tubing carrying a second well. 
sharpened needle on the other end. This needle is then inserted into 
the vein in the antecubital fossa. Blood flows rapidly by gravity, ang 
no suction is necessary. A local anaesthetic may be administered 
stocks of equipment of this type are held throughout the conta - 
It has the advantage of being readily cleaned and sterilized, 


Sterilization in Women | 


Q.—A patient aged about 30 suffers from phthisis and has had 
several operations of. A.P. She has had 3 children and has been 
advised to have no more. Her friends have suggested Sterilization 
She has asked me if there are any unpleasant symptoms 
the operation. 


A.—The usual method of carrying out sterilization is ‘to remoye 
some portion of each Fallopian tube, the uterus and ovaries poy 
being disturbed. 
any ill effect from the operation, it should not affect menstruation, 
sex desire, or coitus, nor should it produce symptoms of any king 


Liquor Carbonis Detergens 


Q.—Could you give me some information about the use of liquor 
carbonis detergens in a case of psoriasis? The patient, a woman 
of 51, has saffered from psoriasis since the age of 19. Twenty yean 
ago she began applying liquor carbonis detergens to the affected 
areas—head, back, and thighs—and has continued the use of this 
several times weekly or more according to the severity of the attack, 
She has noticed no ill effects, but thinks that her hair is growing 
more thickly than before. (1) How often, and for how long a period, 
is it safe to use liquor carbonis detergens? (2) Would ultra-violet 
therapy be of use in this case? (3) Is any other treatment advisable? 


A.—Liquor carbonis detergens, or the similar liquor picis’ carbonis 
(B.P.), has been employed since Radcliffe Crocker’s time as a 
paint for the treatment of psoriasis. ~ It is stated that the patient, 
now aged 51, has used this tar solution for 20 years; in theory 
at least some other procedure should now be adopted. Ultra- 
violet therapy is often of great benefit in psoriasis. A chrysarobin 
ointment or paint may also be suggested provided that the patient 
can either lie up or be under careful and constant medical super- 
vision: chrysarobin should not be used on the scalp, because it 
stains the hair; a 3%, or stronger, resorcin ointment might prove 


following} 


In such case the patient should not experienc: ? 


a convenient substitute. Note also that chrysarobin stains linen 

and clothing permanently, and that the patient must be warned 

of this effect; and that psoriasis does not as a rule cause loss of 

the hair of the head. 
Varicose Veins 


Q.—As “ quinine and urethane” is not now obtainable, will you 
tell me whether sodium morrhuate is an efficient substitute for inject 
ing into varicose veins, and what precautions should be observed 
when using it? 

A.—In its permanent effects sodium morrhuate is an_inefficiett 
sclerosing agent. It has a variable chemical composition. Occasion 
ally some varieties cause immediate collapse, rarely fatal. Ethamolis 


2 to 5 c.cm. is a dependable substitute for quinine and urethane. It 
has a fair sclerosing action, does not cause gross reaction should 
some of it be injected into the tissues, and causes only moderalt 
discomfort in the thrombosed veins. It is lighter than blood and 
therefore injected at the lower end or middle of the varix it# 


wished to obliterate. 
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Ophthalmia Neonatorum 


Q.—A baby 2 weeks old and one month premature; now weighs 
% Ib. The baby was discharged from the local maternity hospital 

days previously with obvious ophthalmia neonatorum, ‘greatly 
wollen eyelids, excoriation of the skin of the face, especially at 
le corners of the mouth, and infection of the fold of the neck. 
4 swab from the eyes has revealed gonococci. It was stated by 
the parents that there was a slight discharge from the eyes on 
aving hospital, and that the eyes never opened properly. I began 


| has had 
has been 
rilization, 


jrigation with weak boric lotion, and the instillation of albucid 
drops. I supplemented this by giving sulphathiazole 0.125 g. The 
gondition is clearing up, and the skin lesions are healing well. How 


s the naturé of the infection? 


following} long should the sulphathiazole be continued? Should I tell the 
parent 


© remoyef A-—Sulphathiazole should not be continued beyond the sixth or 
raries note seventh day, assuming that gonococci have disappeared, unless 
Xperience ? there are very definite indications. The parents should be told that 
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the eye infection is a serious one, but it does not seem necessary 
to explain its nature; the appropriate M.O.H. should of course 
have been notified. How the eyes became infected is not clear, 
since signs and symptoms do not appear to have begun till about 
ten days after birth; it would be interesting to know whether silver 
nitrate or similar drops were instilled into the eyes immediately 
after birth. If the parents blame the hospital for carelessness the 
attending medical practitioner should be prepared merely to state 
the facts, but would be wise not to give an opinion as to how or 
when the infection occurred ; incidentally if the swab was examined 
as a stained film. only and not by cultural methods, there is no 
certainty that the organisms were gonococci. 

It is assumed that the mother. has been examined and found free 
from gonococcal infection. 


“ Cracked ” Fingers 

Q—For several months I have been pestered with “ cracks” on 
my fingers, which are very reluctant to heal. Sometimes I have had 
such things to a mild extent in winter, but never before in summer. 
I have just turned 60. Is there anything in the theory that it may 
be due to some vitamin deficiency in wartime diet? And, if so, 
which particular vitamin should I dose myself with? Or would 
some calcium do the trick ? 


A.—Cracks on the tips of the fingers are usually found in those 
suffering from xeroderma, a congenital dryness of the skin. Intro- 
ducing a trace of friar’s balsam into the cracks is often very effica- 
cious; for general use and to relieve the pain a 2% benzocain 
ointment can be used. The hands should be washed as seldom as 
possible. There appear to be no indications for either calcium or 


vitamin therapy. 
INCOME TAX 


5 Removal and Storage Expenses 
“H. C.” sold his practice after mobilization and removed and 
stored his furniture and professional equipment. He intends to 
resume practice when demobilized. Can he claim any allowance for 
the cost of removal and storage? 


: “eg There is no legal claim because the expenses are not incurred 

m carrying out the official duties, and the practice earnings have 
Amount of Liability 

W. M.’s income is as shown below; he inquires as to the amount 


n sh 
moderait the investment income no repayment of tax paid on the earnings 
d and #§Will be due for 1944-5. As the income from appointments: has 


rix it § 


of tax he should pay. * 


" Assuming that he is a married man, but is not entitled to 
illowances for children, life insurance, etc., the total tax for 1944-5 
will be as follows: 


Income : 
Earned income relief .(1/10th of £421) £42 
— £182 
Tax : 
£165 at 6s. 6d. £53 12s. 6d. 
£1,089 at 10s... £544 10s. Od. 
£1,254 - £598 2s. 6d. 


As this total amount of tax is less than the tax deductible from 


been merged with the general practice receipts P.A.Y.E. does not 


LETTERS, NOTES, ETC. 


The Russian A/C.B. Serum 


The Empire Rheumatism Council sends the following report: 
“Tests which have been possible with the scanty supply that arrived 
from Russia of the A.C.B. serum of Prof. Bogomoletz have not 
given results which would justify a favourable verdict? The best 
that can be said is ‘not proven.’ Nevertheless, in view of the 
high reputation of Soviet medical research it is possible that with 
a more detailed statement of the optimum methods of employment 
and some lead as to the type of rheumatic disease for which the 
serum is best adapted it may be found that the claim advanced for 
it can be substantiated. So soon as war conditions in Europe allow, 
the Empire Rheumatism Council proposes either to invite a repre- 
sentative of Prof. Bogomoletz to visit England, or to send a research 
scientist to Russia to make further investigations.. Meanwhile the 
Council cannot recommend its use. A record has been kept of the 
many patients avho have volunteered for tests and they will be 
informed individually with grateful acknowledgment of the help 
they have offered. We hope that sufferers will recognize that war 
interference with means of communication and transport has 
imposed special difficulties and that there has been, and will be, no 


-lack of effort in following up any claim which holds out for them 


promise of relief.’ 
Pest of Flies ‘ 


Major W. Leonarp Forsytu, I.MS. (ret.), Inverness, continuing 
the discussion on this subject, writes to say that it is not generally 
well enough known that house-flies may be either (a) Pollenia rudis 
(the cluster-fly) or (b) Musca autumnalis (autumn house-fly), the 
former in preponderance. ‘“ Pollenia passes the winter indoors in 
cracks and crannies, and hibernates in certain rooms. It has a 
remarkable life history, part of this being spent in the earthworm, 
and it can therefore be exterminated only in the adult stage. Spray- 
ing rooms in autumn is the recommendation. Musca, on the other 
hand, is the better-known pest, a filth-breeder, and one that can be 
more easily controlled by the sanitarian.” 


Wasp and Bee Stings 
Lieut.-Col. J. Cowan (Bath) writes: I came across a note in my 
pocket-book to-day recommending saturated solution of aloes in 
tincture of tolu as a local application. I have had no experience 
of this treatment, but tinct. aloes is known to relieve pruritus. 


Dr. Percy TATCHELL writes: At a lecture given at the Physics 
Garden, Chelsea, last year under the auspices of the Chadwick 
Trust on: the subject of poisonous plants, the lecturer, Mr. Bowles, 
of wide experience, touched on the subject of wasp-stings. He was 
insistent that the right antidote for these was vinegar. Few people 
habitually carry a bottle of vinegar, let alone a blue-bag. Tobacco, 
however, is usually obtainable, and I have seen many wasp-stings 
alleviated at once by rubbing with this, and it need not even damage 
the cigarette. : 


Haemolytic Transfusion Reaction 


Dr. H. T. N. Sears (Godalming) writes: I read with interest the 
article by Drs. Beck, Harrison, and Owen on the case of severe 
haemolytic transfusion reaction due to the Rh factor in a twenty-two 
weeks pregnant woman (Aug. 5, p. 180). I understand on reading 
the paper that it was decided to give a blood transfusion “in view 
of a moderate anaemia (Hb 55%, R.B.C. 3,600,000/c.mm.).” It 
would be of interést to" know if there were any: other indications 
for the giving of a transfusion. 


Twin Injection for Varicose Veins 


Dr. R, Foote (London; W.1) writes: Your answer regarding the 
above subject (Aug. 5, p. 199) is deserving of comment. First you 
state that it does not matter which solution is first injected. In order 
to avoid all. risk of cinchonism it is better to inject the lithocaine 
first, so that the quinine is immediately “ fixed” on entering the 
vein. Your diagram shows the injection being given in the erect 
posture. This injection is reserved for the large veins, and the 
empty vein technique is necessary. The patient should be recum- 
bent. You also state that it is of significance as to whether the 
lithocaine should be injected above the quinine or no. This is 
not ‘important. The easiest and best method to use is by means 
of one needle and three syringes, The first syringe contains litho- 
caine, the second sterile water, and the third quinine. One puncture 
is used, the lithocaine being injected first, sterile water next (in order 
to flush out the needle), and the quinine last. The solutions arrive 
in the vein at the same spot and the results are better. Since seeing 
the discoverer of the method, Rodney Maingot, do the injection for 
the first time, I have done a very large number over the last twenty 
years, It is for this reason that I venture to offer these suggestions. 
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LETTERS, NOTES, AND ANSWERS 


MEDICAL JouRNAL 


Repairing Torn Perineum 


Mr. M. P. Reppincton (London, W.1) writes: The directions 
given in “ Any Questions? ” (Aug. 12, p. 230) on how to repair 
a torn perineum cannot possibly be allowed. They state: ‘To 
complete this small operation, a rectal examination is made to 
ensure that there has been no damage to the rectum.”’ Presumably, 
if rectél damage is found, your instructor. undoes his stitches, 
repairs the rectal damage, and repeats his perineal repairs. Again: 
“An examination is made to ensure that no stitches have been 
inserted through the rectal mucosa.” I presume he uses a cystoscope 
after a colporrhaphy “to ensure that no stitches have been inserted 
through the bladder”! Really, Sir, English surgery must have a 
steadier hand than this. He advises mattress sutures to bring 
together the torn ends of the internal sphincter ani. Mattress sutures 
should not be used in muscle. He further states that the vaginal 
mucosa should be sewn up beforé approximating the perineal tissues. 
If this is done, it is much easier to put in this topmost stitch when 
the vaginal wall has been sewn for about half its length. I see 
too that he advises silkworm-gut for the perineal skin. If the 
approximating sutures have been placed with intelligence the skin 
edges will come nicely together; and a few No. 40 cotton stitches 
complete the repair. The difference to the patient’s comfort is 


immeasurable. The subject is dealt with fully in my article “ The 


Perineum ” in the Clinical Journal, April, 1944. 


*.* Our’ contributor replies: Mr. Reddington objects to the 
principle of making a rectal examination after repairing the 
perineum. His grounds for this objection are apparently that this 
examination is unnecessary. But it is all too easy to overlook 
minor damage to the rectum, and even the steadiest hand may 
accidentally insert a stitch through the rectal mucosa, especially 
while repairing an extensive laceration. In the majority of cases 
probably little harm results. I have in mind, however,.a case where 
a stitch was accidentally inserted through the rectal mucosa; it. was 
discovered but not removed and a recto-vaginal fistula resulted. A 
rectal examination. can do no harm and may save a great deal of 
future trouble. I agree that, especially in large lacerations, it is 
sometimes well to insert the topmost stitch in the perineal tissues 
before completely closing the vagina. Mr. Reddington condemns 
silkworm-gut for uniting the perineal skin. His objections, as given 
in his article in the Clinical Journal, are that “it is painful—the 
ends catch on the pad, it is a path for infection into the perineal 
tissues, and it is often tied too tightly.” The answer to these 
objections is that if the ends are left long and knotted together they 
do not catch on the pad and the sutures are not painful. Silkworm- 
gut is no more a path for infection into the perineal tissues than 
any other suture material inserted through the perineal skin; in 
fact, less so than catgut, cotton, or linen thread, which are liable 
to get soaked in the lochial discharge. Finally they should not be 
tied too tightly; this point was made in the answer to the question. 


: Shooting Pains in the Head 

Dr. L. Gorpon (Leeds) writes: In “‘ Any Questions?” of Aug. 12 
(p. 231) there was described a case of shooting pain in the right 
side of the head following sneezing, straining, or stooping, with 
negative clinical findings. An interesting case which I saw in 1941 
may perhaps throw some light on what may sometimes appear to 
be a baffling problem. My patient was aged 52, and he gave a 
history that for upwards of 4 years sneezing, the strain of lifting a 
heavy weight, or straining at stool caused intense pain behind the 
eyes extending upwards to the top of the head. The pain made 
him keep his eyes closed. Latterly, too, he said, he had had stiffness 
at the nape of the neck during the attacks. When the pain in the 
head was present it disturbed his balance and made him veer to 
the left, giving people who watched him the impression that he was 
drunk. He had some numbness of the left thigh and leg during 
the attacks. He invariably had to be brought home in a car and 
put to bed for 24 hours, by which time he had completely recovered, 
although the attack usually had become somewhat less severe after 
the first two hours. Clinical examination was entirely negative. The 
C.S.F., the optic disks, field of vision, and the ears were ndérmal. 
The blood and C.S.F. gave a negative Wassermann reaction. I then 


‘had the skull x-rayed, and this revealed that he was a well-marked 


case of Paget’s disease with some thickened bone causing pressure 
on the semicircular canals. X-ray examination of other bones con- 
firmed the diagnosis. No treatment cut short the attacks or gave 
him much relief until I decided to try him on an inhalation of amyl 
nitrite m iij at the onset of the attack. This very dramatically 
relieved his pain and aborted the attack instantaneously. 


Vitamin C for All 


Dr. S. Hates (Wembley Park), who is a Fellow of the Royal 
Horticultural Society, writes in course of a letter: War 
memorials are in the news and many people are discussing the age- 
old custom of planting trees. May I suggest that in this matter 
the medical profession should not stand aside? First, because every 


‘ he screens successive patients. This, of course, is a great advantage 


doctor is qualified to give an opinion in matters of botany as well 
as pharmacology, and secondly, the doctor, when treating his ca a 
is constantly prescribing vitamins and stressing the importance of 
including a maximum of fresh fruit in the diet. If we are to Witness 
in the’near future a widespread planting of trees, may I make 
plea that fruit trees be given priority? Why can we not have fruith 
trees on our main roads and in the roads and public squares of oy 
cities? The official replies will be straightforward, for the Ministry 
of Agriculture has already declared that roadside fruit trees would 
become reservoirs for disease-producing pests, which would destroy 
neighbouring orchards, and the Ministry of Transport considerg 
that children who might be in fear of detection when removinglll 
some fruit would run suddenly away and be killed by passing 
traffic! But may I suggest that it should not be an offence for 
child to acquire a_surplus of vitamin C from roadside fruit? Publighe 
health authorities iaight produce a poster to remind him thafee 
moderation in fruit-eating is in his own interest, and some other 
poster might remind him that to offer this public.fruit for sale woulg 
be an offence. Dr. W. Fox, in a recent issue of the Journal of the 
R.H.S., suggested that “ permanent inspectors of roadside trees bene 
appointed by the Ministry of Transport to attend to all matters ihe 
tree after-care.”” Perhaps sanitary inspectors could play some paqher 
in the scheme. The expenses of maintaining such a service woulje 
balance favourably with that at present devoted to the purchase gf) - 
vitamin tablets when deficiency has already established itself ang 
that devoted to sickness benefits and to preventable disorders inp) 

terms of extra demands on overworked doctors, loss of man-powe} 
in factory, or absence from school. . 


Typewriting in Darkness 


One of the base hospitals ef the Department of Health for Scot}. 
land .employs a blind typist in the x-ray department whose work 
it is to transcribe. on the typewriter in total darkness, which shé 
does with facility and accuracy, the remarks of the radiologist aj 


to the radiologist, who is no longer compelled to rely on his memory 
or on his own scribbled ‘notes made after each examination. Tap 
the blind typist the darkness is no abstacle, and it is suggested tha 
x-ray departments offer such. an opening for blind women or meng” 
Every avenue of useful occupation for the blind is to be encouraged 
though for the sake of accuracy, and as something to be acted upon 
when a blind assistant is not available, it should be added that the 
sighted typist who is trained in the modern “ touch ” method would 
be able to type with the same accuracy and speed in the darkness. 
Her disadvantage as. compared with the blind typist would be herg™ 
slower adaptation to conditions when there is no light. - i 


Why Tie the Cord? 
Dr. J. D. Poe (Salford, Lancs) writes: The interesting correspon-#s 


dence on this subject reminds me of an experience I had shortly Scl 
after beginning practice some twenty years ago. A favourite ways) =Accid 
of protecting the bed was to use sheets of brown paper, and in this)” Pre 
case they were fairly. stiff, and, unknown to me, overlapped thepy: 
edge of the bed. I had just delivered the baby with forceps, and “GEN 
was laying it down when, to my horror, the “ shelf ” gave way andy § 
baby dived under the bed. I was soon after it, and found it yellin An A 
lustily. The cord had been twisted off about an inch from they) ** 
umbilicus and no bleeding. The midwife assisting was ‘so helpless 
- with laughter at the whole proceeding that she was unable to give) WUNIV 
me any help for some time. This cord was never tied, as there \jep) 
seemed no need, and all went well afterwards. ‘ : 
Vital 
Mr. J. Moore, F.R.F.P.S.G., writes from Gy 
The causes of pin-hole urinary meatus (Feb. 21, p. 314) may bef Who 
congenital or acquired—as, for example, injury to the point of the - Asep: 
meatus as the result of circumcision—but whatever the cause thet Gnigte 
is no doubt that it should be attended to when recognized. Whiley 
tthe passage of probes may temporarily enlarge the opening there Bi 
a tendency to recurrence. It is suggested, and it has been foundy © ; 
successful in several cases, that the enlargement be made electto— =) Sir J 
surgically, the result being that the restoration of calibre is per}y J. La 
manent and there is no tendency to recontraction. This treatmelli 
also seems to have a beneficial effect on enuresis if it is present. Se. J. 
G. B 
Priority Demobilization of Doctors 


A SERVING OFFICER writes: Of grave concern to many medically 
officers serving with the Forces over-seas is the length of time they. 
will be ‘detained subsequent to the termination of hostilities. It wills 
be to the advantage of the Admiralty, War Office, and Air Ministyy / 
to retain a substantial medical service abroad for some time. Mallia 
of us are still paying for our practice and are anxious to return a 
work as soon as possible. It is tobe hoped that a strong rept 
sentation of the British Medical Association will appeal for prio 
repatriation of medical practitioners. 4 
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